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OPERATIVE SURGERY AND TECHNIQUE 


Burket, W. C., and McClure, W. B.: An Aseptic 
Method of Intestinal Anastomosis; An Experi- 
mental Study. Surg., Gynec. & Obst., 1922, xxxv, 
816. 


In the method described, the authors use an instru- 
ment formed of male and female halves. A protected 
cylindrical knife blade contained in the male half of 
the instrument cuts against the female half which 
consists of a solid block. The aseptic operation is 
performed as follows: 

The intestine is resected between ligatures with the 
actual cautery, and after the mesenteric vessels in 
the operative field have been cared for, each cau- 
terized gut end is invaginated with half the instru- 
ment to such an extent that a double pursestring 
suture may be tied down over the outer end of the 
half of the instrument. The halves of the instrument 
are then brought together and the abutted ends of 
the intestine anastomosed with interrupted mattress 
sutures. The mesentery is closed with a continuous 
glove suture. When the gut ends have been com- 
pletely sutured, the lumen is re-established by cut- 
ting out the intervening gut-wall diaphragms by 
gently manipulating the cylindrical knife blade 
through the intestinal wall. The anastomosis is 
completed by sliding the instrument down the in- 
testine well away from the site of the operation. It 
will then be passed out of the intestines by per- 
istaltic movement. 

This method has been employed frequently on 
freshly isolated pig’s intestine and also in aseptic 
operations on living dogs under ether anesthesia. 
Its advantages are summarized as follows: 

1. The closed abutted ends of the gut are cut 
through and the lumen is promptly re-established 
without soiling of the operative field or the with- 
drawal of any material or instrumental device 
through the line of suture. 

2. No mechanical device is left in situ to inter- 
fere with the healing, as in the use of the Murphy 


Diagrammatic longitudinal section. Instrument in- 
vaginated into gut ends and parts brought together for 
intestinal suture and manipulation of the cylindrical blade 
to cut out the intervening diaphragms of gut wall. 


button. The cylindrical knife is removed from the 
field before the operation is completed. 

3. The remaining inturned cuff of intestinal wall 
is a desirable length, and is neatly, sharply, and 
uniformly cut. 

4. An anastomotic opening is obtained which in 
diameter closely approximates the gut lumen and 
prevents temporary obstruction or too great nar- 
rowing of the lumen. 

5. Soiling is reduced to the minimum, dependent 
upon the effectiveness of the cautery and the skill 
with which sutures are placed in the submucosa 
without penetrating the mucosa. 

WALTER C. Burkert, M.D. 


ANZSTHESIA 


Meeker, W. R., and Frazer, E. B.: Transsacral 
Nerve-Block Anesthesia in Surgery of the Pelvic 
Floor and Its Viscera. Surg., Gynec. & Obst., 1922, 
xxxv, 8o1. 


Block of the sacral nerves may be accomplished 
by four different methods: (1) epidural, sacral, 
extradural, and caudal anesthesia induced by the 
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injection of anesthetic solutions into the sacral 
canal by way of the sacral hiatus, (2) block of the 
nerve trunks after the plexus has been formed, 
(3) parasacral, presacral, and anterior sacral anes- 
thesia or block of the nerves at their exits from the 
anterior sacral foramina, and (4) transsacral anes- 
thesia, or block by means of injections through the 
posterior sacral foramina. 

In the first method 30 c.cm. of a 2 per cent solu- 
tion of novocaine in bicarbonate solution are in- 
jected into the sacral canal. Anesthesia usually 
results within twenty or thirty minutes; its upper 
limit is variable but as a rule it includes the entire 
pelvic floor and viscera. This method fails to give 
operative anesthesia in 10 to 15 per cent of cases 
and is followed by toxic symptoms more frequently 
than other methods. 

Block of the pudic nerve posterior to the spine 
of the ischium and on the mesial surface of the 
inferior ramus of the ischium has been advocated. 
The methods are technically difficult and do not 
give extensive operative anzsthesia of the pelvic 
floor, even though both pudic nerves are properly 
blocked. 

The presacral, or parasacral, method is also 
technically difficult, its results being consequently 
undependable. [t is usually combined with local 
infiltration of the tissues. It fails to cause com- 
plete operative anesthesia in about 10 per cent of 
cases. 


SURGERY OF THE 


HEAD 


Murphy, J. B., and Sturm, E.: Homoplastic and 
Heteroplastic Tumor Grafts in the Brain. 
J. Am. M. Ass., 1922, xxix, 2159. 


Shirai of Tokyo reported that heteroplastic tu- 
mors grow readily when inoculated into the brains 
of normal adult animals. Previously, tissue had 
been transplanted to a different species only in the 
embryo and in adult animals which had been ex- 
posed to the roentgen rays. 

The lymphoid cells are considered to form a de- 
fensive mechanism against tissue grafts because: 

1. Numerous lymphocytes occur about a hetero- 
plastic graft. 

2. Foreign tissues growing in the chick embryo 
cause no cellular reaction until after the eighteenth 
day of incubation, when the graft starts to disappear 
rapidly and completely. 

3. A graft of adult chicken spleen renders the 
embryo resistant to heteroplastic tissues during the 
early stages of incubation. 

4. Adult animals deprived of the major portion 
of lymphoid tissue are deprived of their ability to 
destroy the foreign tissues; in such animals grafts 
will grow actively. 

5. Foreign tumors may be carried through several 
generations in irradiated animals. 


For these reasons the transsacral method has 
been employed for the upper four sacral nerves, with 
a low epidural injection for the fifth sacral and ano- 
coccygeal fibers. Complete operative anesthesia 
resulted in 222 of 225 consecutive cases. In the 
three cases in which the anesthesia was not com- 
plete, it was sufficient for the completion of the 
operation without additional infiltration of the 
operative field or inhalation narcosis. The series 
included twenty-one patients who had a “cold” 
on the morning of the operation, forty-one who were 
in the hospital convalescing from a previous opera- 
tion, thirty-two for whom local anesthesia was 
advised because of poor general condition, two dia- 
betics who were sugar-free at the time of operation, 
five patients with marked anemia who had had 
previous transfusions, five patients with clinical 
pulmonary tuberculosis, in two of whom the condi- 
tion was active at time of operation, and six obese 
women each weighing over 200 lb. 

Complications and after-effects have been few 
and of no serious concern. The variety of operations 
performed by this method demonstrates that with 
block of the sacral nerves the entire pelvic floor is 
anesthetized with the viscera lying below the pelvic 
peritoneum. The more dependent part of the peri- 
toneum is also anesthetized so that it may be opened 
and closed, but any considerable pull may be trans- 
mitted outside of the anesthetized field and cause 
pain. 


HEAD AND NECK 


The author inoculated a transplantable mouse 
sarcoma into the brains of rats. When the graft 
came in contact with the ventricle there was a 
reaction which suggested the reaction caused by a 
foreign graft in the subcutaneous tissues and was 
followed by necrosis of the graft. Of the grafts 
embedded in the frontal lobe at a distance from the 
ventricle, from 80 to 100 per cent grew in without 
causing a cellular reaction. 

Mouse sarcoma was successfully grown in the 
brains of rats, guinea-pigs, and pigeons. A mouse 
carcinoma used as a heteroplastic graft grew less 
rapidly. 

A bit of the animal’s own spleen inoculated into 
the brain with the heteroplastic tumor tissue pre- 
vented the growth of foreign cells. Of fifty rats 
inoculated with spleen and tumor, 84 per cent 
showed complete inhibition of tumor growth. In 
16 per cent only a few of the tumor cells were left. 
Of forty-eight control rats inoculated with sarcoma 
alone, 83 per cent developed tumors, some of which 
replaced almost the entire frontal lobe. Splenic 
tissue derived from another animal failed to inhibit 
the growth of the tumor. 

Mice highly resistant to subcutaneous homoplastic 
transplants of mouse tumor gave no evidence of this 
resistance when the tumor was inoculated into the 
brain. Watter C. Burkert, M.D. 
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Federspiel, M. N.: Harelip and Cleft Palate. 
Laryngoscope, 1922, XXxii, 909. 

‘The repair of harelip should be done as soon after 
birth as possible. In most cases it is done at the end 
of the third or fourth week. 

Proper pre-operative care is essential. ‘The infant 
should not be allowed to nurse until the borders of 
the lip are brought together as much as possible and 
held by a strip of adhesive. The adhesive tape 
properly placed prevents the orbicularis oris muscle 
from pulling the lip from the midline and increasing 
the deformity. 

In the operation for single harelip the lip must be 
freed from its attachment to the maxilla. The bor- 
ders should be so cut that symmetry of the nostrils is 
readily obtained with an invisible scar and a ver- 
million border with a good contour. 

The sutures should be so placed that the raw 
surfaces will be in contact without any curling or 
buckling of the edges. In order to prevent tension, 
adhesive is fastened to the cheek on each side. The 
edges near the lip are turned inward. A strong 
paraflin-silk ligature is then passed through the tape 
into the lip, midway between the skin and mucous 
membrane, in the form of a mattress suture. By 
tying the loose ends, sufficient tension can be 
brought to bear so that the approximating sutures 
will not be torn out by the sphincter-like action of 
the orbicularis muscle. 

Great care is necessary in operating upon a cleft 
palate. In some instances mechanical appliances 
are more efficient than surgical correction if the cleft 
is wide. James C. Braswett, M.D. 


Simmons, C. C., and Daland, E. M.: The Results 
of Operations for Cancer of the Lip at the 
Massachusetts General Hospital from 1909 to 
1919. Surg., Gynec. & Obst., 1922, xxxv, 766. 


In reviewing the results of operations for cancer 
of the lip during a ten-year period at the Massachu- 
setts General Hospital the authors failed to find 
= new facts in regard to the etiology of the con- 
dition. 

The total number of cases available for study was 
187. The end-result was learned in 138. 

_ Specimens from 103 cases in which the end-result 
is known were also available for study. An attempt 
was made to classify them into groups according to 
the degree of malignancy as indicated by the differ- 
entiation of the cells and the number of mitotic 
figures. It appeared from the results in these groups 
that, other things being equal, such as the duration 
and extent of the growth, the amount of differentia- 
tion of the cell has a distinct bearing on the progno- 
sis, the prognosis being better the greater the differ- 
entiation. 

_ The presence of palpable glands did not necessar- 
ily mean that metastases had occurred, as in many 
cases in which the presence of glands was noted in 
the history pathologic examination failed to show 
cancer. The presence of demonstrable metastatic 
cancer in the glands was a grave sign. 
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The first sign was described as a “sore” or “cold 
sore” in eighty-three cases, a “‘scab”’ in nineteen, a 
“wart” or “tumor’’ in thirty-eight, and a crack, 
blister, cut, or pimple in the remainder. The pres- 
ence of palpable glands had little relation to the size 
or duration of the tumor except in the obviously far 
advanced cases. The growth was situated on the 
left side in fifty-seven cases. 

The radical operation was performed in 122 cases. 
In seventy-three, the glands were removed from 
one side of the neck, and in forty-nine, from both 
sides. The palliative operation was performed in 
forty-one cases, the growth being removed from the 
lip without dissection of the glands of the neck. 

In the 122 cases of radical operation there were 
three postoperative deaths. There was no operative 
mortality following the palliative operation. 

With one exception, the postoperative complica- 
tions were due to some form of infection. 

Secondary operations for local recurrence of the 
disease were performed twice; both of the patients 
are well three or more years after the operation. 

In seven cases in which the neck had been pre- 
viously dissected, a second extensive dissection was 
performed for recurrence. All of these patients are 
dead; two died as a result of the operation, and five 
of the disease. 

The end-results of the radical operation in ninety- 
eight cases are known; sixty-eight patients are living 
and well without evidence of the disease more than 
three years after the operation, twenty-seven died 
from a recurrence of the disease, and three died as 
the result of the operation. The cures following the 
radical operation therefore equaled 68.1 per cent. 

The relation of the size of the growth on the lip 
to the prognosis is shown by the small percentage of 
cures in the cases requiring a plastic operation to 
close the defect after the excision of the growth. Of 
fourteen patients traced, only four are living and well. 

Of nineteen patients traced who had involvement 
of the glands, only five are well, while of seventy-two 
without gland involvement sixty-three are well. 

In many of the cases the site of recurrence could 
not be determined. In the only patient dying of 
recurrence on whom an autopsy was performed 
there was local recurrence only. 

The palliative operation was performed in forty- 
one cases. In most of these the radical operation 
was contra-indicated on account of the patient’s 
physical condition or age. The results are known in 
thirty-five cases of this group. In twenty, a three- 
year cure was obtained. 

The average length of life of all patients dying of 
recurrence was approximately two years from the 
date of operation. When the glands removed at 
operation showed cancer, the length of life was 
slightly shorter than the average. With one excep- 
tion in the cases of patients dying of the disease, the 
recurrence developed or death occurred within the 
three-year limit. One patient died of glandular re- 
currence seven years after the primary operation. 
James C. BRASWELL, M.D. 
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Pfahler, G. E.: Radiotherapy in Carcinoma of 
the Larynx, with Special Reference to Radium 
Needles Through the Thyroid Membrane. J. 


Radiol., 1922, iii, 511. 


The most recent method of treating carcinoma of 
the larynx consists in the direct application of several 
3-mm. tubes of radium following a preliminary 
tracheotomy. 

Radium may be applied to a carcinoma of the 
larynx directly by four methods: (1) the insertion 
of emanation seeds into the diseased tissue by direct 
laryngoscopy, (2) the introduction of radium needles 
attached to a strong thread, (3) the application of 
radium under direct vision through a laryngotomy 
incision, and (4) the insertion of radium needles 
through the thyrohyoid membrane. 

A disadvantage of the first method is that the 
emanation seeds may be inhaled, an occurrence 
leading to abscess of the lung. The second method 
is contra-indicated if the tissues are friable because 
under such conditions it js extremely difficult to 
keep the needles in place. The insertion of needles 
into the diseased tissue through the thyrohyoid 
membrane was first tried by the author on cadavers 
and then used in twenty cases reported in this article. 

External radiation with the roentgen ray was 
given to devitalize the primary cancer cells and 
metastatic lymph nodes, and the radium was intro- 
duced about a week after the preliminary tracheot- 
omy. The needles were sterilized by suspending them 
in boiling water and were then attached to sterile 
copper ligature wire. The author states that iodine 
should not be employed in sterilizing the skin as it 
causes a dermatitis. Ten milligram needles can be 
inserted approximately 1 cm. apart and left in place 
four to six hours. Considerable cedema will result, 
but this will be taken care of by the preliminary 
tracheotomy. If the disease has not completely 
disappeared at the end of six weeks the procedure 
may be repeated. 

The treatment advocated retarded the progress 
of the condition in the author’s cases, but sixteen 
of the twenty-three patients ultimately died of the 
disease. The author draws the following conclusions: 

1. A preliminary tracheotomy is desirable. 

2. The roentgen ray applied externally gives at 
least partial relief of the symptoms. 

3. The insertion of radium needles into the 
diseased tissue through the thyrohyoid membrane 
is practical and its results justify further trial of the 
method. 

4. As the condition tends to recur, the patient 
should be kept under close observation for a long 
time. Paut W. Sweet, M.D. 


Klose, H., and Hellwig, A.: Malignant Struma (Die 
Struma maligna). Alin. Wehnschr., 1922, i, 1787. 


In the vicinity of Frankfort about 3 to 4 per cent 


of nodular goiters become malignant. Carcinoma 
occurs most frequently in districts where goiter is 


endemic. A nodular goiter always precedes the 
cancer, and injuries to the tissues may favor the 
cancerous degeneration. Females are more often 
affected than males; of twenty patients, seventeen 
were women. The condition occurs most fre- 
quently in the fifth decade of life. Most malignant 
growths developing in goiter are carcinomata. The 
metastases occur chiefly in the lungs and the bones, 
particularly the spine, sternum, pelvis, and ribs. The 
development of the cancer is recognized by an 
accelerated growth of the goiter, an increase in its 
consistency, and a decrease in its movability, diffi- 
culty in swallowing, and, in the later stages, cir- 
culatory disturbances. In the Maingau district the 
development of the symptoms of exophthalmic 
goiter is an important early symptom of malignant 
growth. Occasionally high temperatures are ob- 
served. Cancerous cachexia is rare. 

Exploratory puncture is contra-indicated. Laryn- 
goscopy should be done only by experienced physi- 
cians. Biopsy is justified only when the radical op- 
eration can be performed immediately afterward if 
malignancy is found. The average duration of ma- 
lignant goiter is about two years. The treatment 
should be total extirpation of the thyroid gland 
with postoperative roentgen irradiation. In cases 
of progressively infiltrating growths roentgen irra- 
diation alone, in accurate dosage, is preferable to 
surgical treatment. (Z). 


Roeder, C. A.: Thyroidectomy: A Modified Tech- 
nique. J. Am. M. Ass., 1922, \xxix, 2066. 


Following resection of the thyroid we too often 
see: (1) a brawny induration beneath the flap, (2) a 
tender nodule where the depressor muscles were 
sutured, (3) an annoying adhesion between the 
trachea and skin at the point of drainage, which also 
causes widening of the scar, or (4) an abnormal 
deepening of the suprasternal notch due to a loss 
of the isthmus and retraction of the skin by the 
adherent trachea. 

The author presents modifications in technique 
designed to overcome these sequelae. In goiters of 
medium size he extends his incision through the 
deep cervical fascia, reflecting the latter as the lower 
layer of the flap. This permits sufficient retraction 
of the sternohyoid muscles to give the desired ex- 
posure without cross-sectioning. The collar incision 
of Kocher as originally described and generally 
practiced today extends only to the deep fascia, 
leaves the sternohyoid and sternothyroid muscles 
immobilized, and is most applicable to large goiters 
in which transverse division of the sternohyoid and 
sternothyroid muscles is necessary and to small 
goiters for which only moderate exposure is required. 

Adhesion of the platysma to the deep fascia is 
followed much oftener by a brawny induration than 
is adhesion of the fascia to the deeper muscles. In 
order to prevent adhesion of the skin to the trachea 
the author passes a rubber-tube drain through a stab 
wound in the ribbon muscles and brings it out 
through the line of incision lateral to the supra- 


220 
n 
t! 
I 
t 
t 
t 
( 
1 
( 
( 
( 
i 


GENERAL SURGERY — SURGERY OF THE CHEST 221 


sternal notch. This permits closure of the ribbon 
muscles over the trachea and suture of the skin in 
the midline where it is thinnest and the platysma is 
absent. 

For ligation of the inferior thyroid artery Roeder 
makes a 2-in. incision in the line of the full collar 


SURGERY OF 


CHEST WALL AND BREAST 


Bull, P.: Extrapleural Thoracoplasty in the Treat- 
ment of Pulmonary Tuberculosis. Brit. M. J., 
1922, li, 1217. 

On the basis of seventy-five cases of extrapleural 
thoracoplasty Bull comes to the following conclu- 
sions: 

In unilateral or mainly unilateral pulmonary 
tuberculosis which is not cured by rational expectant 
treatment or by artificial pneumothorax, good results 
can be obtained by means of extrapleural thoraco- 
plasty. 

On the whole, it may be said that the indications 
for extrapleural thoracoplasty coincide very closely 
with those for artificial pneumothorax and the for- 
mer should be tried when the latter cannot be used. 
Care must be taken in determining the condition 
of the other lung. Tuberculosis of the larynx or of 
one kidney does not constitute a contra-indication. 
Tuberculosis of the larynx will often heal after a 
successful thoracoplasty. This operation is best 
performed in two stages. 

Bull has done most of his work with the aid of 
local anesthesia but is becoming more inclined to 
the use of general anesthesia. In the first stage of 
the operation he resects from the eleventh to the 
sixth or fifth rib. In the second stage, two or three 
weeks later, he resects the remaining upper ribs. 
After the fourth rib has been resected he performs 
apicolysis which, in addition to collapsing cavities 
in the apex, facilitates the resection of the upper 
ribs. 

Fat implantation after the method of Tuffier is 
done to compress the apex still further. Seven centi- 
meters of the eleventh rib, 12cm. of the tenth and 
ninth ribs, 15 cm. of the following, ribs including 
the fourth, and as much as possible of the upper 
ribs are resected. It is important to resect back- 
ward far beyond the costal angle up to the costal 
tubercle. 

One of the chief unpleasant sequela is dyspnoea. 
This is due to a great extent to mediastinal flutter 
and soon disappears spontaneously. 

The operation is followed by scoliosis with the 
convexity toward the side operated upon, due to 
— of the long muscles of the back on this 
side. 

The immediate mortality in the author’s series 
of cases was 10 per cent. A three-year cure was 
obtained in about one in three. 

B. Betrman, M.D. 


incision to be made later. If the patient withstands 
the operation better than anticipated, slight exten- 
sion of this incision will permit resection of the lobe. 
Reflection of the deep fascia with longitudinal split- 
ting of the ribbon muscles gives ample exposure. 

S. J. Srecer, M.D. 


THE CHEST 


Rud, H.: Fibro-Adenoma of the Breast in the Male 
(Ueber Fibroadenom der Mamma bei Maennern). 
Hos p.-Tid., 1922, \xv, 253. 

Carcinoma of the male breast is not rare. Benign 
tumors are less common. According to Williams’ 
statistics regarding 15,481 neoplasms, 2,422 (15 per 
cent) involved the breast, and of the latter, twenty- 
five (1 per cent) involved the male breast and only 
six were benign. 

Among malignant tumors, carcinoma stands 
first; the benign tumors of the male breast are fibro- 
adenoma, fibroma, adenoma, lipoma, atheroma, my- 
oma, tuberculoma, syphiloma, and cystic tumors. 
Myxoma, angioma, enchondroma, and mixed tumors 
are very rare. 

Five cases of fibro-adenoma of the male breast 
observed by the author are reported. All of them 
occurred in men between the ages of 18 and 22 years. 
They ranged in size from that of a hazelnut to that 
of a mandarin. In no case was the nipple retracted. 
Malignant change is possible; in some circumstances 
it is not easy to make a decision regarding the pres- 
ence or absence of malignancy from the histologic 
picture. In the author’s opinion sharp demarcation 
of the tumor indicates a benign growth only in the 
female. In the male, diffusely growing fibro-aden- 
omata are found. 

In the differential diagnosis gynecomastia and 
mastitis pubescentium virilis can be easily excluded. 
In four of the five cases reported, trauma preceded 
the tumor by from three weeks to eight months. 
Tumor frequently develops from chronic mastitis. 
While symptoms of mastitis are present the treat- 
ment should be conservative; later the tumor should 
be excised. If the tumor is of diffuse growth, ampu- 
tation of the breast with removal of the axillary 
glands is indicated. If the tumor is circumscribed, 
extirpation usually suffices. PEIPER (Z). 


TRACHEA AND LUNGS 


Balboni, G. M.: Hydatid Cyst of the Lung. Bosion 
M. & S. J., 1922, clxxxvii, 879. 

Echinococcus cyst of the lung is one of the condi- 
tions to be ruled out in cases of pulmonary disease 
with bloody sputum or frank hemoptysis, especially 
among the immigrant classes from continental Eu- 
rope and Asia Minor. Of late years the number of 
cases of echinococcus cyst of the lung which have 
come to light has increased because of the more 
extensive use of the X-ray in the study of chest 
conditions. The disease is usually unilateral. In 
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most cases it is on the right side and at the periphery 
of the middle portion of the lung. 

Hydatid cysts of the lung may be closed or open. 
The open cyst is one that has ruptured into a bron- 
chus or lung tissue. Expulsion of part or all of the 
contents of the cyst may occur. Membrane vesicles 
and scolices have been found in the expectorated 
material. The contents of the cyst may be clear 
or purulent fluid. A common sign is bloody sputum 
or hemorrhage. 

The course of the disease is chronic. Spontaneous 
cure is very rare. The symptoms may simulate those 
of almost any pulmonary infection. Not until the 
cyst ruptures or the lung becomes inflamed will the 
patient become conscious of any trouble. Eosin- 
ophilia is rarely present. The complement-fixation 
test, when positive, is confirmatory, but when nega- 
tive does not rule out the condition. Exploratory 
puncture of the cyst is inadvisable because of the 
serious sequel which may follow its rupture. 

The author reports two cases. The second was 
treated with the X-ray but there was no improve- 
ment or change in the X-ray signs. Whenever 
possible, the disease should be treated surgically. 

B. Betrman, M.D. 


Hedinger, E.: Fatal Congestive Hemorrhages in 
the Lung and the Central Nervous System 
Due to Momentary Bodily Exertion and Their 
Relationship to Perthes’ Pressure Congestion 
(Ueber toedliche Stauungsblutungen in den Lungen 
und im Zentralnervensystem bei momentaner stark- 
er koerperlicher Anstrengung und ihre Beziehung 
zur Perthes’ schen Druckstauung). Schweiz. med. 
Wehnschr., 1922, lii, 833. 

A case is reported in which apoplexy of the lung 
with hemorrhages in the brain and spinal cord was 
caused by momentary overexertion. The clinical 
course and the autopsy findings indicated hemor- 
rhage due to active congestion in contrast to the 
hemorrhage of Perthes which is due to passive con- 
gestion caused by compression of the trunk. 

DESSECKER (Z). 


HEART AND VASCULAR SYSTEM 


Pleth, V.: Cervical Sympathectomy as a Means of 
Stopping the Pain of Angina Pectoris. Am. J. 
Surg., 1922, XXXVi, 300. 

Jonnesco removes the left cervical sympathetic 
nerve and its ganglia to relieve the pain of angina 
pectoris. In the four cases in which the author per- 
formed this operation the pain ceased immediately. 
Pleth has used the same treatment also in cases of 
trifacial neuralgia and has seen no ill effects attrib- 
utable to it, provided a preliminary hypodermic 
injection of atropine sulphate was given about half 
an hour before the operation and traction on the 
vagus was avoided. In several cases of bilateral 
facial neuralgia he operated on both sides of the 
neck. 

The temporary application of a Crile clamp to the 
common or the external carotid artery greatly 
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gees the operation by keeping the field blood- 
ess. 

Pleth concludes that the cutting of the sympa- 
thetic nerve causes a vasoparalysis with subsequent 
vasodilation which permanently floods the painful 
anemic parts with blood. 

The operation is not regarded as a cure for the 
underlying disease causing the angina pectoris, 
being recommended merely to relieve the pain. 
The suppression of the paroxysms of pain does away 
with the usual cause of sudden death in cases of 
aortitis as it affects mainly the origin of the vasa 
where the network of nerves is especially close and 
the pain is exceptionally severe. 

Watter C. Burkert, M.D. 


PHARYNX AND CSOPHAGUS 


Steiner, O.: Multiple Cancer Formation: Carci- 
noma of the Vallecula Epiglottica and of the 
(sophagus (Zur Kenntnis mehrfacher Krebsbil- 
dung: Carcinom der Vallecula epiglottica und des 
(Esophagus). Med. Klin., 1922, xviii, 1249. 

The author reports two cases of carcinomatous 
involvement of the pharynx (vallecula) and the 
cesophagus in which the two tumors were separated 
by a wide stretch of healthy tissue. 

Case 1. A tumor of the vallecula the size of half 
a nut was shown by biopsy to be a cancroid. After 
ligation of the lingual artery the growth and glands 
were extirpated under conduction anesthesia by 
splitting the cheek and reflecting the lower jaw 
upward. Death occurred on the sixth day from 
pneumonia. Autopsy revealed a cancroid of a similar 
histologic structure in the lower third of the cesoph- 


agus. Except for an occasional sticking pain over 
the lower portion of the sternum, there were no 
signs of an cesophageal tumor during life. 

Case 2. A carcinoma of the cesophagus was 
diagnosed by the use of a bougie, the X-ray, and 
cesophagoscopy. At the same time a tumor of the 


vallecula was found by laryngoscopy. Biopsy 
showed that the tumors were cancroids of similar 
histologic structure. Clinically, there were no 
symptoms attributable to the tumor of the vallecula, 
the condition being discovered only on laryngoscopic 
examination. 

Only one case of multiple primary carcinoma of 
the pharynx (tongue) and the oesophagus is reported 
in the literature. Metastatic formations do not 
occur very often in carcinoma of the oesophagus as 
compared with carcinomata of other parts. True 
metastasis in the oesophagus or the pharynx with 
carcinoma of other organs has not been described. 
Secondary involvement of the oesophagus or the 
pharynx by the spreading of carcinoma from one to 
the other is more frequent. Primary carcinoma of 
the pharynx is not very rare. Inoculation metastases 
from aspiration have been reported. 

The relationship to each other of the carcinomata 
of the oesophagus and the pharynx in the cases 
observed cannot be determined. It is probable, 
however, that in both cases the carcinoma of the 
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cesophagus was the primary lesion and the car- 
cinoma of the pharynx a metastasis. 

Radical operation for a carcinoma at the base of 
the tongue or of the pharynx should be done only 


after it has been determined by careful examina- 
tion (sounding, roentgenography, and particularly 
cesophagoscopy) that the cesophagus is not affected 
by carcinoma. SonnTAc (Z). 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Moschcowitz, A. V.: The Anatomy and Identity 
of ‘‘Encysted”’ and ‘Infantile’ Hernia. Surg., 
Gynec. & Obst., 1922, XXXV, 711. 


Hey first described “infantile hernia” several 
years before Cooper’s first, account of “encysted 
hernia.” The author regards the nomenclature as 
archaic. 

All abnormalities of the hernial sac can be traced 
to faulty closure of the processus vaginalis. In its 
descent into the scrotum the testis is accompanied 
by the processus vaginalis peritonei. After the 
complete descent of the testis the vaginal process 
becomes shut off at the abdominal end and just 


In hernia into the funicular process the vaginal 
process has become shut off at its testicular end 
but not above this point. The tunica vaginalis 
testis is normal. When abdominal contents pass 
through the open abdominal end of the vaginal 
process, a hernia results. This form should be called 
“hernia into the supratunical vaginal process.” 
It is characterized by a very thin sac and the ab- 
sence of the slender cord of the obliterated vaginal 
process. 

In encysted hernia, the vaginal process has become 
shut off at the abdominal or proximal end but not 
elsewhere. If a hernia forms, it descends in front 
of the cord and vaginal process. If the vaginal 
process contains an exudate and a hernia forms, the 


Fig. 1. Congenital hernia. Fig. 2. Hernia into the funicular process. Fig. 3. Encysted hernia. 


above the testis, while the intervening portion be- 
comes obliterated to a fine cord-like structure within 
the confines of the spermatic cord, and the distal 
part persists as the tunica vaginalis testis. 

The closure of the vaginal process does not follow 
any set rule. 

in congenital inguinal hernia the processus 

vaginalis has failed to close at both the testicular 
and the abdominal ends and forms a sac into which 
some unusual effort will force abdominal contents 
and thus form a complete scrotal hernia. The author 
believes that “hernia into the vaginal process” 
would be a better name for this condition. This 
hernia is characterized chiefly by the presence of the 
testicle within the hernial sac - by the exceeding 
thinness of the sac. 


sac bulges into the closed-off vaginal process and 
produces the so-called ‘“‘encysted hernia.” At 
operation the surgeon may open the vaginal process 
by mistake for the sac and will be surprised to find 
no communication with the general peritoneal 
cavity. The true sac protrudes on the posterior 
wall of the sac of the vaginal process. This form is 
differentiated from simple inguinal hernia associated 
with ordinary hydrocele of the tunica vaginalis 
testis by the ease or difficulty with which the hernial 
sac can be separated from the hydrocele sac. In 
“encysted hernia” they are densely adherent to 
one another and cannot be separated. 

In “infantile hernia’? the maldevelopment is 
practically identical with that of “encysted hernia”’ 
but instead of becoming invaginated in the pre- 
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formed sac, the hernial protrusion descends behind 
the sac. In the author’s opinion there is no material 
difference between these two forms of hernia. 

Wa ter C. Burket, M.D. 


Capps, J. A., and Coleman, G. H.: Experimental 
Observations on the Localization of the Pain 
Sense in the Parietal and Diaphragmatic 
Peritoneum. Arch. Int. Med., 1922, xxx, 778. 


The authors’ knowledge of sensation in the ab- 
domen and its viscera is based largely on the careful 
and ingenious observations of other investigators. 
It is agreed that the hollow viscera and omentum 
give no sensation response to heat or cold, to cutting, 
or to clamping. 

One investigator found that the parietal peri- 
toneum is sensitive to irritation, especially when 
inflammation is present, and from his experiments 
concluded that all visceral pain is the result of 
inflammation and traction on the parietal peri- 
toneum. Another investigator has furnished con- 
vincing proof of a true visceral pain (splanchnic) 
induced by tension of the hollow organs, and in 
addition to this the somatic pain originating in a 
sensitization of the posterior spinal roots and a 
radiation of painful sensations along the course of 
the corresponding spinal nerves to the skin and 
deeper tissue layers. 

The peritoneal membrane lining the abdominal 
wall has received less attention from experimentors 
than the viscera, while the peritoneum covering 
the under surface of the diaphragm has remained 
almost terra incognita to surgical explorers who have 
been interested in charting areas of sensation by 
direct experimental methods. 

The chief purpose of the studies reported in this 
article was to determine the localization of pain 
due to stimulation of the parietal and diaphragmatic 
peritoneum. The authors’ experiments were carried 
out by a method previously employed by one of 
them in the study of sensation in the pleural cavity. 
After partial anesthetization of the skin with 
ethyl chloride, a trocar was inserted through the 
abdominal wall until the end moved about freely. 
The point was then withdrawn and through the 
cannula a long silver wire, one end of which was 
beaded and smooth and the other relatively sharp, 
was passed. Both ends were slightly curved in order 
that they might be brought more easily into contact 
with the abdominal wall. In the earlier experiments 
patients with ascites were chosen because the fluid 
distended the wall and facilitated exploration. 
Recently, however, air has been injected, a method 
which has proved harmless. 

The results of the experiments are summarized 
as follows: 

1. The parietal peritoneum and its underlying 
serosa, so far as explored, namely, all the anterior 
median areas and the lateral areas as far as the 
anterior superior spines, are sensitive to pain from 
the strong pressure of a smooth point or the light 
pressure or lateral movement of a rough point of wire. 
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2. The pain elicited by stimulation of the parietal 
peritoneum is localized with considerable accuracy 
by the patient, the error being less than 1 in. 

3. The observations confirm the conclusion of 
Ramstroem and Lennander that the parietal peri- 
toneum is devoid of pressure sense. 

4. The peritoneum covering the diaphragm is 
devoid of the sense of pressure as applied by light 
contact or stroking with a beaded wire point, but 
is acutely sensitive to strong pressure with a beaded 
point and to light contact with a rough point. 

5. The location of pain from stimulation of the 
diaphragmatic peritoneum is never in the diaphragm 
itself. It is always referred to some distant part. 
Stimulation of the outer margin causes diffuse pain 
over the lower costal region and subcostal abdom- 
inal wall. Stimulation of the central portion causes 
pain over a sharply limited point somewhere along 
the trapezius ridge. These impulses are doubtless 
carried by afferent fibers of the phrenic nerve to the 
cervical cord of the fourth cervical segment. The 
pain has not been noted along the course of the 
phrenic nerve itself. Grorce E. Betray, M.D. 


GASTRO-INTESTINAL TRACT 


Wilson, R. T.: Peptic Ulcer. J. Radiol., 1922, iii, 
524. 

The records of 2,844 patients examined roent- 
genologically for gastro-intestinal disturbances or 
symptoms or signs referable to pathology of the 
digestive system were studied. In 363 cases the 
roentgen diagnosis was peptic ulcer. In 126 of these 
the lesion was believed to be a gastric ulcer, and in 
237, a duodenal ulcer. One hundred and eleven of 
these cases came to operation and in 105 of them 
the X-ray diagnosis was confirmed. Among the 
2,481 cases in which the diagnosis was negative 
there were five in which peptic ulcer was found at 
laparotomy. 

As a result of these studies the author is con- 
vinced that such indirect signs as variations in 
peristalsis and retention beyond the usual limits are 
of doubtful value in the diagnosis of peptic ulcer. 
He regards deformity as the one unfailing positive 
sign. More reliance is to be placed upon the fluoro- 
scopic examination than upon roentgenograms. The 
latter are of value only as a record, for confirmation, 
or for demonstration. In no case was a lesion demon- 
strated roentgenographically that had not been 
seen previously on the fluoroscopic screen. 

Hartunc, M.D. 


Einhorn, M.: Peptic Ulcer with Deformities of the 
Viscus, Evidenced by the X-Rays, Changed for 
the Better by Treatment. NV. York M. J. & 
Med. Rec., 1922, cxvi, 613. 


As it is claimed by some surgeons that the true 
chronic gastric ulcer evidenced by typical clinical 
and roentgen findings can be cured only by surgical 
treatment, the author presents twelve cases of 
peptic ulcer in which the results demonstrate un- 
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equivocably the success of medical treatment. In 
all of these cases constant deformities were seen 
on roentgen examination. Five showed a typical 
penetrating (callous) ulcer of the lesser curvature; 
one, a penetrating ulcer of the pylorus; and six, 
constant deformities of the cap. These twelve cases 
were treated by duodenal alimentation. Subsequent 
roentgen examinations revealed normal configura- 
tion of the stomach and duodenum. There was also 
a return of general well-being. 

A few of these cases are reported in detail but the 
histories of the rest are given in table form. Roent- 
genograms and outline sketches of the deformities 
before and after treatment are included in the 
article. 

On the basis of his experience the author concludes 
that as a general rule most varieties of peptic ulcer, 
even the graver forms, are amenable to medical 
treatment. Duodenal alimentation was applied in 
his cases as a good method of resting the affected 
part and giving it ample nutrition. Einhorn does not 
doubt that similar results may be obtained by other 
methods of treatment, but claims that other meth- 
ods take somewhat longer to effect a cure. 

Apotpa Hartune, M.D. 


Hammer, A. W.: Cancer of the Stomach. NV. Vork 
M.J.& Med. Rec., 1922, cxvi, 634. 


More than 30 per cent of all cancers in civilized 
man are found in the stomach. Heat is considered 
by many a predisposing cause. Locomotive en- 
gineers whose skins are for years exposed to the 
heat from the fire box of the engine develop cancer 
of the legs. Australians develop cancer of the face 
which originates from heat irritation. Chinese men 
who eat their rice extremely hot have cancer of the 
throat and oesophagus, while their wives, who eat 
later and usually of colder rice, do not have this 
cancer. 

The percentage of cancers of the stomach originat- 
ing in ulcers is given variously. One author says 3 
per cent, Mayo-Robson says 50.3 per cent, and the 
Mayo Clinic, 60 per cent. 

Hammer mentions five types of operation done 
for gastric cancer but discusses gastrectomy prima- 
rily. For a successful outcome it is necessary that 
gastrectomy be done before there is extensive 
lymphatic involvement, before extensive adhesions 
have formed, and before secondary growths have 
developed. Even total removal of the stomach is in 
no way incompatible with good health and long life. 
Mayo is quoted as reporting nine operations in which 
the entire stomach was removed, only enough of 
the gastric tissue being left for anastomosis. Of 651 
patients subjected to resection of the stomach one 
lived fifteen years after the operation and sixty-two 
lived five years or longer. 

Mayo-Robson says, ‘I cannot help feeling that 
far too gloomy a view is taken of cancer of the 
stomach for if the disease is caught early and a wide 
excision is performed, care being taken to remove the 
lymphatic area of the stomach with the glands along 


the lesser curvature, results of a most favorable 
nature will award our endeavor.” 

The roentgen ray is of the greatest value in the 
diagnosis. In 95 per cent of cases of gastric car- 
cinoma the ray will show the condition before the 
development of appreciable symptoms. A persisting 
anzmia calls for such an examination 

P. W. Sweet, M.D. 


Cromarty, R. P. Some Observations on the Surgery 
of Duodenal Membranes, with a Call-In Report 
of the Results of Treatment. Canadian M. Ass. 
J., 1922, xii, 876. 

Duodenal membranes were removed in forty cases 
operated upon at the Bigelow Clinic in the last two 
and one-half years. Such membranes vary from 
sheets closely overlying the duodenum and fixed at 
the omental and mesocolic attachments to dense 
cord-like bars spreading out over the duodenum 
from the liver or colon. Those of the latter type cause 
a distinct constriction, while those of the former 
type produce a longitudinal puckering of the duo- 
denal wall and interfere with its muscular function. 

Duodenal membranes are frequently present in 
cholecystitis, but may or may not be attached to the 
gall-bladder. 

A study of many cases demonstrates that these 
membranes cause very definite symptoms. In order 
of frequency, those most common in cases operated 
upon were: (1) a gnawing or cramping pain in the 
epigastrium in 75 per cent; (2) tenderness in the 
epigastrium in 56 per cent; (3) eructations of gas in 
50 per cent; and (4) nausea or vomiting in 42 per 
cent. Seventy per cent of the patients have hyper- 
acidity of the gastric contents. The condition differs 
from duodenal ulcer in that the pain is persistent, 
pulling, and gnawing, and may be made worse by 
the ingestion of food, jarring, and lifting. Tender 
ness is usually persistent. Cholecystitis is differ- 
entiated by the location of the pain and the tender 
point on the skin. 

The final diagnosis has been made on the basis of 
the fluoroscopic findings which vary with the site of 
the membrane. The duodenal cap may appear to 
have been sheared off on one surface and will not 
fill properly. The filling defect is frequently smooth 
and regular without the acute indentations found in 
ulcer. The cap may be spastic and fill only under 
much pressure. The cap and the first part of the 
duodenum may be drawn vertically upward out of 
the normal location. The second part of the duo- 
denum may be drawn upward and to the right. The 
findings show mechanical interference. 

Some cases have been diagnosed first as neurosis 
or chronic appendicitis with reflex gastric spasm. 
Medical treatment does not give relief. 

In the author’s opinion the membranes are usually 
due to inflammation, probably inflammation of the 
gall-bladder or that due to duodenal ulcer or local- 
ized peritonitis. 

Surgical treatment necessitates free exposure of 
the duodenum. Fibrous or cord-like membranes 
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are cut parallel to the duodenum through avascular 
parts, trimmed, and then allowed to retract after 
ligation of the bleeding points. Membranes closely 
applied to the duodenum must be elevated and cut 
without damaging the peritoneal coat. The duo- 
denum is in no way loosened from its attachments. 
After all the membrane has been removed the sur- 
face of the duodenum is covered with sterile vaseline. 

The results in the cases operated upon as deter- 
mined by a questionnaire showed: (1) symptoms as 
a whole much improved, 80 per cent, slightly im- 
proved, 55 per cent; (2) epigastric pain present in 61 
per cent, cured, 33 per cent, relieved, 55 per cent; 
(3) belching of gas present in 60 per cent, improved, 
55 per cent; (4) epigastric tenderness present in 50 
per cent, cured in 47 per cent, relieved in 29 per cent; 
and (5) nausea and vomiting present in 30 per cent, 
relieved in 80 per cent. In the absence of epigastric 
pain and tenderness, surgical removal of the duo- 
denal membranes gave the poorest results. 

The author concludes that this syndrome, together 
with the fluoroscopic findings, establishes the entity 
of duodenal membranes, and that surgical measures 
are justified. Watter C. Burket, M.D. 


Jewesbury, R. C.: Two Cases of Duodenal Obstruc- 
tion in Infants. Proc. Roy. Soc. Med., Lond., 
1922, xvi; Sect. Study Dis. Child., 10. 


Case 1. Congenital stenosis of the duodenum. 
A full-term female child, who was apparently normal 
at birth, began to have attacks of projectal vomiting 
of bile-stained material on the third day. These 
attacks recurred two or three times a day, about one 
hour after feedings, with the exception of the thir- 
teenth, fourteenth, and fifteenth days. On its ad- 
mission to the hospital on the nineteenth day the 
child was emaciated, weighing only 4 lbs., 914 oz. 
The legs were drawn up, and there was marked peris- 
talsis from left to right every half to one minute. 
A rounded swelling extended from the left costal 
margin downward to below the umbilicus and to the 
right costal margin where a small indefinite mass was 
felt. X-ray examination demonstrated a greatly 
distended stomach and dilation of the first and 
second portions of the duodenum. Very little food 
had passed after two hours. The child had small in- 
frequent bowel movements, continued to vomit after 
feedings, and died on the twenty-ninth day. 

Postmortem examination showed the stomach to 
be grossly hypertrophied. The pylorus was not 
thickened, but the pyloric lumen was larger than 
normal. The first and second parts of the duo- 
denum were dilated and the duodenal walls thick- 
ened because of obstruction due to marked con- 
striction in the third part. There was no evidence 
of external compression. 

Case 2. Congenital obstruction of the bowel at 
the duodenojejunal juncture. The patient was a 
wasted, slightly jaundiced male child, aged 9 days, 
who had had attacks of projectal vomiting of bile- 
stained material since he was 3 days old. The 
stomach was dilated and showed peristalsis from left 
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to right. The stools were intermediate between 
meconium and a milk stool. After taking 2 oz. of 
breast milk the child became uncomfortable and 
vomited a larger quantity of fluid than he had 
ingested. Roentgen-ray examination after a bis- 
muth meal showed retention of most of the meal 
for nineteen hours. Constriction of the first and 
second parts of the duodenum was suggested. The 
child vomited after every feeding and died on the 
thirteenth day. 

Autopsy revealed a markedly dilated and hyper- 
trophied stomach and duodenum. Below the duo- 
denojejunal juncture the bowel was very small and 
shrunken. The cecum was abnormally high under 
the liver. Obstruction in the duodenum was caused 
by pressure from external structures, particularly 
the right colic artery. There was no abnormal 
narrowing of the duodenum itself. 

A helpful factor in the differential diagnosis be- 
tween pyloric and duodenal obstruction is the bile- 
stained vomitus which appears in duodenal obstruc- 
tion. Thompson has seen three cases of pyloric 
stenosis, confirmed by postmortem examination, in 
which the vomitus contained bile. Marked visible 
peristalsis occurs much later in pyloric stenosis than 
in duodenal obstruction. 

The author believes that gastrojejunostomy is the 
operation of choice if the patient is seen early, the 
diagnosis is correctly made, and the child is strong 
enough to withstand surgical treatment. 

The author quotes Cautley’s summary of the 
characteristics of duodenal stenosis. Vomiting with 
the usual signs of obstruction is the characteristic 
feature and may occur from distention due to normal 
secretion without the ingestion of food. In go per 
cent of the cases the vomitus is bile-stained. Hama- 
temesis is not uncommon. Inanition, wasting, and 
constipation are marked. Dilation and hypertrophy 
of the stomach and the first part of the duodenum 
are associated with marked gastric peristalsis. Many 
of the cases are those of premature infants. 

Watter C. Burkert, M.D. 


Kleinschmidt, P.: The Treatment of Carcinoma 
of the Papilla of Vater (Zur Behandlung des 
Carcinoms der Papilla Vateri). Deutsche med. 
Wchnschr., 1922, xlviii, 1107. 


Two cases of obstruction of the common bile duct 
by a tumor at the papilla of Vater are reported. In 
both, the diagnosis of neoplasm was made after 
incision of the anterior wall of the duodenum and 
circumcision of the papilla. 

The localization of a tumor in the common bile 
duct can be established only after exposure. Theo- 
retically the best method of operation is resection 
of the duodenum from the pylorus up to the inferior 
horizontal portion. From the practical standpoint, 
however, this is applicable only rarely as the pa- 
tient’s condition is usually poor and the surgeon 
must confine himself to excision of the tumor. The 
only permanent cure reported was due to excision. 

Cart (Z). 
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Lane, W. A., Waugh, G., Gray, H. M. W., Pater- 
son, H. J., and Walton, A. J.: The Treatment 
of Non-Malignant Affections of the Colon. Brit. 
M.J., 1922, ii, 1014. 

SIR W. ARBUTHNOT LANE 


All abnormal conditions of the colon are direct 
or indirect results of intestinal stasis. There are 
two groups: those in which reaction is present, 
and those in which reaction is absent. 

Stagnation of the intestinal contents in the pelvic 
colon causes the formation of bands on the under- 
surface of the mesentery supporting the juncture of 
the iliac and pelvic colon. These bands soon develop 
into a distinct membrane, the “first and last kink,” 
which gradually contracts, fixing the colon in the 
iliac fossa and diminishing its lumen by angulating 
it and rotating it on its long axis. The fallopian tube 
and ovary may also become fixed by this membrane, 
a condition which may result in extra-uterine preg- 
nancy, sterility, cystic disease of the ovary, and 
particularly in pain on the left side at the menstrual 
period due to the passage of intestinal contents 
through an obstructed bowel over an engorged 
ovary. Persistent obstruction at the ileopelvic junc- 
ture of the colon makes this point a common site of 
cancer, and the colon proximal to it a common site 
of diverticulitis. 

The increased blood in the obstructed bowel 
causes the formation of similar membranes rein- 
forcing the peritoneum where it passes from the 
abdominal wall to the convex surface of the bowel— 
immediately above the iliac crests, at the splenic 
flexure, below the gall-bladder, over the outer sur- 
face of the cecum (Jackson’s membrane), and on the 
under-surface of the terminal mesentery of the 
ileum (Lane’s kink). These bands represent the 
effort of the organism to counteract an abnormal 
loading up of the bowel due to distal obstruction. 
That they are not congenital is indicated by their 
absence in fifty-two newborn fetuses examined by 
Chapple at Guy’s Hospital. The “controlling ap- 
pendix” is another result of strain exerted by a load- 
ed cecum, the appendix becoming fixed by adhesions 
to the undersurface of the mesentery. When the 
ileum and caecum drop into the pelvis, the ileum is 
kinked sharply over the fixed appendix and more or 
less occlusion results. 

The second type of intestinal stasis is character- 
ized by entire absence of a tendency to form limiting 
bands and membranes. The pelvic colon becomes 
greatly elongated, tortuous, and flaccid by reason of 
the attempts of the organism to expel its contents. 
Because of the obstruction of the lower bowel, the 
proximal colon becomes elongated and prolapsed 
so that it may twist and obstruct the end of the 
ileum. The latter condition may be benefited by 
plicating the bowel or anchoring it by Waugh’s 
method. The obstruction to the passage of intestinal 
contents resulting from elongation of the pelvic 
colon results in colitis, spastic contraction of the 
muscle wall, and still further mechanical obstruc- 
tion. Since there is no definite point of obstruction, 


cancer does not commonly develop from this type 
of intestinal stasis. 

The operative treatment of the first type of stasis 
is resection of the bands which form the “first and 
last kink,” followed by careful peritonization of all 
raw surfaces. Other bands, if present, should be 
divided. If the membrane forming the ileal kink is 
extensive, a drainage tube is left in position because 
of the presence of septic organisms in the divided 
lymph vessels of the membrane. If diverticulitis is 
present, the divided end of the ileum is joined to the 
pelvic colon. Occasionally the diseased area is 
resected and the proximal bowel joined to the pelvic 
colon. If tuberculous ulceration is present, colec- 
tomy is performed or the ileum is joined to the pelvic 
colon and only the affected area is resected. 

In the second type the best results are obtained 
by colectomy or by anatomosis of the ileum to the 
pelvic colon. If volvulus is present it is possible to 
resect the volvulus or to perform a colectomy. The 
same treatment applies to megacolon. If medical 
treatment fails to cure ulcerative mucous and 
membranous colitis, colectomy is the only operation 
of value. For the first condition, prolonged local and 
vaccine treatment is necessary in addition. 


GEORGE WAUGH 


The colon, subject as it is to constaht accretions 
of intestinal contents, must be perfect in its de- 
velopment to withstand the strain which gravity 
imposes upon it. Imperfect development of the 
colon, omentum, biliary apparatus, and small in- 
testine must be carefully studied in order to under- 
stand and correct functional disabilities of the ali- 
mentary tract. 

In 110 children under 12 years of age examined 
post mortem by Stallman at the Hospital for Sick 
Children, the following structural variations were 
found: in thirty-eight, the youngest of whom was 1 
month old, there was a complete primitive mesentery 
to the ascending colon; in nine, the youngest 2 
months old, a long primitive mesentery to the iliac 
and pelvic colon; in fourteen, the youngest 1 month 
old, Lane’s parietocolic membrane; and in forty-five 
a ventral mesentery to the gall-bladder. In one, 
the cecum was under the liver. 

In every one of 188 adults and twenty-two chil- 
dren operated upon since December, toto, the 
ascending colon had retained its primitive mesentery. 
In 177 cases the entire ascending colon could be 
lifted out of the abdomen and placed upon towels to 
the left of the midline; in thirty-three it was bound 
down strongly at the midpoint, the primitive meso- 
colon persisting in variable degree above and below 
this point. This fixation was caused by an opaque, 
non-vascular band passing from the antero-external 
surface of the ascending colon to the parietal wall. 
When the band was cut the cellular tissue covering 
the quadratus lumborum was exposed. It had no 
features in common with Jackson’s membrane, being 
the structure described by Lane in 1903 as the 
parietocolic membrane. 
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In two cases of the operative series the entire colon 
lay in the left iliac fossa and the left side of the pelvis, 
and retained a primitive dorsal mesentery through- 
out its length. In five cases the cecum lay under 
the liver; in three of these the colon passed directly 
to the left from the caecum and the omentum arose 
from the entire horizontal loop; in the other two, 
the colon dropped abruptly, so that the hepatic 
flexure lay in the pelvis. In these five cases the 
terminal ileum made a steep vertical ascent to reach 
the cacum and was retroperitoneal in this portion 
of its course. In two cases the colon was completely 
rotated, but had dragged with it an opaque mem- 
brane which covered all the remaining viscera 
except the stomach. 

In 128 cases the transverse colon lay at or below 
the sacral promontory. The degree of associated 
prolapse of the stomach was variable, depending 
upon variations in attachment and the length of the 
omentum. Prolapse of the stomach without pro- 
lapse of the colon was never seen. 

With these variations of position and mobility 
the colon showed atrophy and dilation which in- 
volved the ascending portion in every case, the right 
half of the transverse colon in ninety-eight cases, 
and the entire transverse colonin thirty cases. Similar 
changes were found in parts of the descending colon 
which were excessively mobile. In five cases, all 


those of persons under 30 years of age, the entire 
colon was atrophic and dilated from the cecum to 
the rectum. 

In the majority of these cases the initial symptoms 
appeared between the ages of 18 and 25, and con- 
sisted of persistent discomfort in the upper half of 


the abdomen which gradually, in the course of a year, 
merged into pain generally noted in the upper half 
of the abdomen, but subject to variations in distri- 
bution, conduction, and character. In ninety-seven 
cases there was a hunger pain, which frequently 
could be relieved by the assumption of the hori- 
zontal position and the ingestion of food. 

This fact, taken in conjunction with the fact that 
the hunger pain appeared constantly at 4 o'clock in 
the afternoon and in the early hours of the morning, 
a time at which the ascending colon is filled with 
food, suggests very strongly that the pain is caused 
by the downward pull of the loaded colon on its 
mesentery. The relief from pain afforded by fixation 
of the colon further confirms this view. 

None of these patients had duodenal ulcers which 
could be found at operation; all had lost weight. 
In only twenty-eight cases had constipation preced- 
ed the other troubles, and in most of them its ap- 
pearance was delayed for four or five years after the 
beginning of the trouble. 

In forty-six cases the appendix had been removed; 
in five, the gall-bladder had been drained; and in 
nine a gastrojejunostomy had been performed. 

The operative procedures carried out in these 210 
cases were as follows: 

In all of them the ascending colon was fixed to the 
posterior abdominal wall in the normal position. 
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The atrophic right half of the transverse colon was 
fixed by Coffey’s method in 128; the ventral mes- 
entery of the gall-bladder, found in seventy-six 
cases was cut away; the gastrojejunostomy union 
was undone in six. The appendix, still present in 
164 cases, was removed. In four of these it was 
obviously diseased. A total colectomy or a short- 
circuiting operation was never done. The operative 
mortality (including 308 cases previously reported) 
was less than 1 per cent. : 

Late complications included eight cases of intes- 
tinal obstruction due to adhesions which were ob- 
served during the past eleven years. In six of these 
a knuckle of small bowel was adherent to the under- 
surface of the laparotomy wound, and in two the 
omentum was adherent in the pelvis. 

The results can be grouped roughly as failures, 
improvements, and apparent cures. Twenty patients 
report they are no better. A second group, though 
not entirely free from their old symptoms, have been 
materially benefited. Ninety-eight, after periods 
ranging from eight to five years, are entirely well. 
The rate of improvement has been slow in some and 
abrupt in others. 

The essential principle involved in this study is 
that in many cases functional disability of the 
gastro-intestinal tract is due to congenital structural 
defects which finally reveal their presence by failure 
of function. The removal of these defects and the 
substitution of a normal for an abnormal condition 
affords the essential condition for cure. 


SIR H. M. W. GRAY 


Since the first part of the colon sets the pace 
for the rest of it, adhesions and bands about the 
cecum and ascending colon are of primary im- 
portance. That pericolonic adhesions are formed in 
the process of development is indicated by the work 
of Bryant, who found bands such as are described 
by Lane in all of the male fetuses and in 87.5 per 
cent of the female fetuses he examined. 

As the cecum descends from the subhepatic 
region in the course of normal development, the long 
mesentery, with which the terminal ileum and as- 
cending colon are originally provided, becomes fused 
with the peritoneum of the posterior abdominal wall. 
If delay in the descent of the cacum occurs, this fu- 
sion, having already taken place, may interfere with 
the descent. The resulting abnormality—whether 
it is a stretched-out band, Lane’s terminal ileal 
membrane, a membrane reaching the antemesenteric 
border of the ileum and rotating it on its long axis, 
or simply a number of fibrous tags—represents the 
balance between the downward pull of the caecum 
and the tendency of the ileum to remain fixed. 

The chief cause of non-descent of the cacum is 
involvement in an abnormally developed right mar- 
gin of omentum. If the cecum overcomes this ob- 
struction, the affected part of the omentum is drawn 
out into Jackson’s membrane. Usually this mem- 
brane can be traced below and internal to the 
anterior longitudinal band. In the adult it does not 
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often reach the cecum. Above, it is attached to the 
posterior abdominal wall below the liver, occa- 
sionally to the under-surface of the liver external to 
the gall-bladder, and to the adjacent anterior ab- 
dominal wall as well. It varies greatly in obliquity, 
length, and thickness. 

If the descent of the caecum is retarded by omental 
adhesions, the appendix usually comes to lie in a 
retrocolic or retrocecal position, external to the 
cecum. If the appendix lies internal to the caecum, 
it may become involved in the obliteration of the 
terminal mesentery of the ileum. This is the origin 
of the type described by Lane as the ‘controlling 
appendix.” 

Gray’s experience differs from that of Waugh as 
Gray does not often discover a true ascending meso- 
colon, but finds that a more or less definite Jackson 
membrane is constantly present. The abnormal 
drag of the caecum and colon upon the right margin 
of the omentum causing a potential constriction of 
the pylorus and duodenum may account for the 
symptoms referred to the right upper quadrant in 
these cases. 

By consistently securing an adequate exposure in 
performing laparotomy, Gray finds abnormalities at 
one or more parts of the colon in the majority of his 
cases. On the other hand, an apparently normal 
colon, as outlined by X-ray examination, is fre- 
quently present in patients suffering from chronic 
constipation. The latter is due, in Gray’s opinion, 
to lesions of the upper part of the gastro-intestinal 
tract more frequently than to disease of the colon. 

The symptoms ascribed by Waugh to the drag of 
a heavily laden colon, and frequently assigned to the 
stomach, duodenum, and gall-bladder, often appear 
within a few years after the patient has begun to 
lead a sedentary life. They begin with a loss of tone 
of the abdominal muscles, which is doubtless shared 
by the musculature of the alimentary canal. A large 
number of patients with these symptoms can be 
helped by operation. 

The conditions commonly found at operation in 
such cases are the absence of disease of the gall- 
bladder, duodenum, and appendix, and the presence 
of peritoneal bands such as those just described, 
with a mobile, dilated, hypertrophied cecum and 
ascending colon and a pathologic appendix. It is 
not sufficient to remove the appendix and divide 
the peritoneal bands. The cacum and colon must 
be fixed in a normal position, as was advocated by 
Wilms in 1908. If the patient’s condition permits, 
this is now done in the course of a laparotomy in 
every case of mobile cacum and ascending colon. 

In performing this operation the filmy tissue 
behind the colon should be removed so that the 
colon may form firm adhesions to the posterior ab- 
dominal wall. The hepatic flexure should not be 
unduly kinked by the upper sutures. The cecum 
and colon are usually plicated in a longitudinal 
direction by catching the anterior and external 
longitudinal bands in the fixation sutures so as to 
narrow the circumference of the bowel. 


H. J. PATERSON 

In many cases of intestinal stasis the symptoms 
are mainly gastric—distention, flatulence, pain after 
eating, occasional vomiting, absence of free hydro- 
chloric acid. Relief of the stasis by a short-circuit- 
ing operation is followed by symptomatic improve- 
ment and the return of the secretion of free hydro- 
chloric acid. 

The charcoal test is of value in determining which 
cases of intestinal stasis should be operated upon. 
In the absence of definite evidence of a kink or a 
diseased appendix, operation is not indicated unless 
the appearance of charcoal taken by mouth is de- 
layed for four days. Deductions drawn from 
roentgenological and bacteriological examinations 
should not be allowed to outweigh the evidence 
afforded by this simple clinical determination. 

If there is definite evidence of kinks or obstruc- 
tion, surgical treatment is indicated, but if the 
stasis is due to atony of the large bowel or the 
presence of a large mobile caecum, it can usually be 
corrected by medical and mechanical treatment. 
The division of bands is a satisfactory operation 
unless the bands are very extensive. In the latter 
case, because of the danger of postoperative ileus, 
colonic exclusion is preferable. Ileosigmoidostomy is 
an unsatisfactory operation because of the accumu- 
lation of faces in the inactive transverse and as- 
cending colon. In twenty of forty-one cases it was 
necessary to perform a second operation to remove 
the colon above the ileosigmoid anastomosis. The 
results of partial colectomy, as far as the relief of 
symptoms is concerned, are excellent, but in six 
of twenty-seven cases a second operation was 
necessary later for the relief of intestinal obstruc- 
tion. Paterson has never performed a_ primary 
colectomy, but of the twenty patients on whom 
colectomy was performed secondary to ileosig- 
moidostomy, six developed intestinal obstruction. 
Because of the danger of this complication, total 
colectomy is contra-indicated in the treatment of 
intestinal stasis. With regard to the value of fixation 
of the ascending colon Paterson is skeptical. 

The operation of colonic exclusion is performed as 
follows: 

The ileum is crushed and divided with the cautery 
4 to 6 in. from the ileocecal valve, and the ligated 
distal end inverted with a pursestring suture. The 
proximal ileum is then joined to the side of the 
sigmoid, and the stump of ileum dista! to the an- 
astomosis is inverted so as not to leave a blind pouch. 
The sigmoid is divided in the same way, 1 in. above 
the anastomosis. The closed tube left behind, con- 
sisting of the cecum and the ascending, transverse, 
and descending colon, is drained by bringing the 
appendix or cecum to the abdominal wall and tying 
a large catheter in the cecum. 

Of nineteen cases in which this operation was 
performed the results were excellent in sixteen. 
One patient died sixteen days after the operation 
from suppuration in the right iliac fossa, one died 
eighteen months after the operation from perfora- 
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tion of a stercoral ulcer, and one has had attacks of 
pain from time to time due to distention of the 
cecum with gas. 

The operation has all the advantages of colectomy 
without the danger of later intestinal obstruction. 


A, J. WALTON 


Kinks and bands are not so common as has 
been suggested. They are usually congenital and 
may be found in very young children. Symptoms 
of chronic stasis appear chiefly in women, but 
the bands and membrane described are equally 
common in males and females. Ptosis does not 
necessarily cause stasis, as many women who have 
had frequent pregnancies and who show a profound 
degree of ptosis do not have symptoms of stasis. 
The explanation of the increasing frequency of vis- 
ceroptosis in young women today may lie in the 
lack of development of the involuntary muscles. 

Stasis is a medical disease. Operation should be 
performed only if medical treatment has failed 
absolutely, and only in very advanced cases. Stasis 
is not relieved by removal of the appendix or fixation 
of the caecum. Sumner L. Koca, M.D. 


Richter, J.: Atypical Operations—Especially a 
Safe Subtotal Extirpation (Exclusion of the Tip) 
of the Appendix—in Cases of Severe Adhesions 
Due to Appendicitis (Ueber atypische Operation— 
insonderheit einen Fall von nicht totaler Ektomie 
(Ausschaltung) der Wurmspitze mit Sicherung— 
bei schwerster Adhaesionsbildung durch Appen- 
dicitis). Deutsche Ztschr. f. Chir., 1922, clxxi, 423. 

In a case of severe cicatricial adhesions between 
the appendix and small intestine and between the 
small intestine and the pelvis the author effected 
nearly complete separation of the appendix from 
the indurated adhesions in a secondary operation. 

As further separation toward the tip was impossible 

because of the fixation of the small intestine, the 

tip was left adherent to the small intestine, closed 
blindly at its proximal end, and with the attached 
wall of small intestine invaginated into the lumen of 
the gut. The freely dissected piece of appendix was 
removed and the stump treated in the usual manner. 

Although there has been much criticism of Hof- 
man’s procedure in which, in severe cases of ad- 
hesions, the entire appendix, after being excluded, is 
left in the abdominal cavity, the cecum and prox- 
imal end of the appendix being closed by suture, 

Richter believes his own technique, which is in- 

tended only as a last resort after other measures 

have failed, offers relatively good protection from 

recurrence. HouMEIER (Z). 


Carter, R. F.: The Pre-Operative and Postopera- 
tive Treatment for Colon Malignancy JN. York 
M.J.& Med. Rec., 1922, cxvi, 630. 

Co-operation of the surgeon, the internist, the 
bacteriologist, and the physiologist is essential for 
success in operations on the colon for malignancy. 

Complete obstruction of the colon by a growth 
must be relieved at once by operation, regardless of 


the patient’s general condition. A growth at the 
ileoceecal valve may cause symptoms of obstruction 
early, but a growth in the right half of the large bowel 
may attain a considerable size and form metastases 
before it produces symptoms because the contents 
of this part of the colon is liquid or semisolid. 
Catharsis and irrigation will clean the large bowel 
sufficiently for a one-stage operation. 

Cleansing of the bowel proximal to a growth in 
the left half of the colon is a much more difficult 
problem and can be accomplished only by establish- 
ing an artificial anus proximal to the growth for 
external drainage and irrigation. As the lumen of 
the bowel decreases, the flow of contents becomes 
lessened, the absorption of the liquids becomes 
greater, and hard masses of faces are formed which 
will not pass the obstruction and resist all forms of 
purgation. The complete removal of these scybala 
and the cleansing of the colon of septic material is 
the most important step in the preparation for 
excision of the growth. 

Catharsis should never be drastic and should never 
precede a preliminary operation in the presence of 
partial obstruction or attempted during the last 
thirty-six hours before operation as it tends to pro- 
duce spasticity of the colon during the operation, 
painful contraction afterward, and dehydration. 

The portion of the bowel distal to the growth is 
best cleansed by injecting 6 to 10 oz. of oil followed 
in eight hours by a soap-suds enema given until the 
return is clear. A sodium-bicarbonate enema is 
then given and repeated daily until four hours prior 
to the operation. 

In a normal colon the virulence of the bacteria 
diminishes as the contents become more solid. In 
the presence of an obstructing growth the entire 
colon proximal to the growth becomes a favorable 
breeding ground for virulent bacteria. Drainage of 
the colon proximal to the growth is therefore essen- 
tial to decrease the septicity of the bowel contents. 
If this cannot be accomplished through the rectum, 
an artificial anus should be established. 

After the operation, % gr. of morphine followed by 
1 gr. whenever necessary for forty-eight hours will 
control the pain. Continued colicky pain after this, 
which is not relieved by the colon tube, strongly 
suggests intestinal obstruction. Edema of the 
anastomosis of normal bowel may sometimes cause 
sufficient stenosis to produce painful peristalsis. 
This should disappear in forty-eight hours. If the 
proximal colon had been distended, external drain- 
age through a cacostomy or enterostomy opening is 
indicated at the time the resection is done. 

An ascending retroperitoneal infection causes no 
pain, but pain in the wound five to seven days 
after the operation suggests wound infection and 
clipping a stitch or two will give instant relief. 
Painful excoriation may be relieved by the applica- 
tion of petrolatum to the wound area. 

The administration of fluid is the most important 
postoperative consideration and should be begun 
immediately following operation by hypodermocly- 
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sis with a 3 per cent glucose solution given under 
the breast or in the flank. It may thus be given 
slowly over a long period of time. Four ounces of 
fluid may be injected into the rectum with safety 
every four hours if the injection is preceded by the 
passage of a colon tube. Glucose and sodium bicar- 
bonate should not be given intravenously unless a 
chemical analysis of the blood is first made. When 
a blood analysis is not made, normal saline should 
be used. 

Vomiting after ten hours is due to acute dilatation 
of the stomach (which is rare), neurosis, acidosis, or 
pelvic peritonitis. Specific treatment for the acid- 
osis will clear it up quickly. In other cases gastric 
lavage will give relief. Paut W. Sweet, M.D. 


Collins, F. K.: Aseptic Resection of the Intestine. 
Ann. Surg., 1922, 1xxvi, 739. 


The method described for aseptic resection of the 
intestine is a method of end-to-end anastomosis and 
immediate restoration of the intestinal lumen by the 
use of a removable looped ligature. The operation 
is a modification of a procedure devised by Halsted 
which consisted of a blind-end circular suture of the 
intestine with the closed ends abutted and puncture 
of the intervening diaphragm by means of a knife in- 
troduced through the rectum. _H. W. Fiyx, M.D. 


Horine, C. F.: Aseptic Technique for Resection of 
the Intestine. Ann. Surg., 1922, Ixxvi, 745. 


In the author’s method of resecting the intestine 
aseptically the portions of the gut proximal and 
distal to the portion to be removed are isolated by 
means of a pursestring suture of heavy silk or linen 
thread. The suture is begun at a point distal to the 
mesentery so that when it is tied the knot will be 
above, facing the operator. All coats of the intestine 
except the mucous coat are included. A clamp is 
then placed between the two pursestring sutures 
on each end of the intestine to be resected. The 
mesentery is dealt with in the usual way and the 
segment of gut is removed by dividing it between 
the clamp and suture with the electric cautery. 
Before the pursestring suture is completed two 
release strings free at the ends are placed between 
the two knots so that they may release the purse- 
string at a later stage of the operation. 

The proximal and distal stumps are then brought 
into apposition and joined by interrupted mattress 
sutures of intestinal silk. The release strings are 
carried out between the mattress sutures, and as the 
two ends are approximated they are released two 
at a time, a communication of the canal being thus 
established after the two ends have been sealed by 
the mattress sutures. The pursestring which has 
thus been opened remains in the gut lumen and is 
carried through the bowel to pass out with the 
contents of the gut. 

This operation has been performed on ten dogs 
and two patients. 

The article contains numerous illustrations. 

H. W. Fink, M.D. 
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McVay, J. R.: Involvement of the Lymph Nodes 
in Carcinoma of the Rectum. Ann. Surg., 1922, 
Ixxvi, 755. 


Rectal carcinomata are the most common intes- 
tinal neoplasms and constitute 4 per cent of all 
cancers. The majority of patients are in the sixth 
decade of life. The incidence of the condition is 
slightly greater in males than in females. The dura- 
tion of the symptoms is usually less than one year. 
The location of the growth on the rectal wall varies, 
but the anterior and posterior walls are involved 
with about equal frequency. The greater number 
of the growths are found between the ampulla 
and the rectosigmoid juncture. Adenocarcinoma is 
the most common typé of growth. Metastasis to 
the glands usually takes place slowly. The liver 
is the organ most often affected by secondary 
growths. The other organs of the body are only 
rarely affected. 

The size of the growth in the rectum cannot be 
relied on as an accurate index of the probable 
lymphatic involvement. The neoplasms without 
lymphatic involvement tend to grow into the lumen 
of the bowel, while those with slight lymphatic 
involvement tend to spread by direct extension and 
grow slowly. Carcinomata of the rectum with 
extensive involvement of the lymph glands tend 
to metastasize through the lymph stream early. 
Occasionally, metastases may be formed by emboli 
breaking off into the portal veins. 

Metastatic involvement of the lymph glands can 
be definitely determined only by systematic micro- 
scopic study of all the regional.lymph nodes. The 
size of the lymph nodes is not an accurate index of 
metastatic involvement. This is especially true if 
the involvement is slight or the process is in the 
early stages. 

In carcinoma of the rectum, as in cancer of the 
stomach, systematic microscopic examination of all 
the regional lymph nodes is the best method of 
establishing an accurate prognosis. 

One hundred specimens which had been removed 
at operation at the Mayo Clinic were studied. Six 
hundred and twenty-three glands were obtained 
from these specimens. In 53 per cent of the speci- 
mens there was no glandular involvement; in 30 per 
cent, slight glandular involvement; and in 17 per 
cent, marked involvement of the glands. 


Quinland, W. S.: Congenital Malformation of the 
Intestine—Atresia and Imperforate Anus. 
Boston M. & S. J., 1922, clxxxvii, 870. 


Quinland reports and analyzes twenty-seven cases 
of congenital malformation of the intestine, most of 
them unpublished cases from the Anatomical Mus- 
eum of the Harvard Medical School. 

Imperforate anus, the most common intestinal 
anomaly, is due to imperfect union between the 
rectum above and the posterior part of the cloaca 
common to the urogenital aperture and hindgut 
below. The anal aperture may be separated from 
the rectum by mesodermal tissue an inch or more in 
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depth as the result of insufficient invagination of the 
ectoderm to meet the rectum which may end 
blindly above or communicate with the exterior by 
some unusual opening. 

In another type, the embryonic anal plate per- 
sists without the slightest invagination of the skin 
in this region. 

In cases of incomplete separation of the cloaca to 
form the urogenital sinus and rectum, the rectum 
opens into the bladder, or more commonly, in males, 
into the prostatic or membranous urethra. These 
cases are frequently unrecognized. More unusual 
openings of the rectum have been recorded. In one 
case the intestine was directed upward and opened 
under the border of the right scapula. In another it 
mounted from the pelvis through the chest and 
neck and opened on the face. 

Of the various hypotheses as to the cause of 
atresia the theory most commonly accepted is that 
advanced by Tandler. In the embryo of 7 mm. the 
gut is divided into compartments by septa of pro- 
liferating lining epithelium so that in the embryo of 
of about 14 mm. the lumen may be completely oc- 
cluded. In the embryo of 30 mm. the compart- 
ments begin to become confluent, and in this way a 
central lumen is re-established. When some of the 
septa fail to disappear, a more or less complete oc- 
clusion of the gut persists. 

There may be many forms of this defect, resulting 
in blind ends not attached to each other or attached 
by a strand of serosa, muscularis, and submucosa, 
or a small epithelial tube joining the blind ends. 
In some cases a malformation which was originally a 
stenosis develops into atresia, a change which ac- 
counts for the fact that meconium is sometimes 
found distal to the atresia. Atresia of the intestine 
may occur in any portion of the intestinal tract, but 
its most common location is the duodenum and the 
jejuno-ileal regions. This is probably one of the 
rare forms of congenital malformation. ; 

The prognosis is grave on account of the com- 
plications, viz., hemorrhage, peritonitis, and septi- 
cemia. 

Because of the probability of an ascending 
nephritis, it is usually wise in cases of imperforate 
anus in which there is a connection between the 
lower end of the rectum and the bladder, to restrict 
operative measures to a permanent colostomy rather 
than to attempt to separate the rectum and 
bladder. If the child is a female, the prognosis is 
more favorable, especially if the rectovaginal open- 
ing is of fairly large size. If the occlusion is high up 
in the small intestine death usually occurs in five or 
six days. 

The treatment is surgical and must be adapted to 
the requirements of the particular case. The perineal 
approach is sometimes futile because, as the incision 
must be relatively short, it is difficult for the sur- 
geon to explore the deeper perineal structures to 
find the rectum, which may terminate high in the 
pelvis. In such event, enterostomy is necessary. 

O. S. Proctor, M.D. | 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


Gordon, J. K.: Congenital Obliteration of the Bile 
Ducts and Congenital Biliary Cirrhosis of the 
Liver. Boston M. & S.J., 1922, clxxxvii, 923. 


From a review of the literature Gordon draws the 
following conclusions: 

Mild or severe cirrhosis of the liver is found with 
congenital obliteration of the bile ducts. 

A congenital biliary cirrhosis of the liver may 
occur without congenital obliteration of the bile 
ducts and is not a result of the latter condition. 

In view of the otherwise hopeless outlook, surgical 
interference is advisable in all cases in which a 
positive diagnosis of congenital obliteration of the 
bile ducts has been made. 

H. A. McKnicut, M.D. 


Goepel, R.: Can the Kehr Drainage of the Hepatic 
Duct Be Replaced by a More Complete Pro- 
cedure? The ‘‘Ideal Cholelithotomy”’ (Kann die 
Kehrsche Hepaticusdrainage durch ein vollkommn- 
eres Verfahren ersetzt werden? Die “ideale Chole- 
lithotomie”). Muenchen. med. Wehnschr., 1922, 
Ixix, 1144. 

The author discusses the deficiencies of Kehr’s 
drainage of the hepatic duct. The measures so far 
suggested to overcome the difficulties have been 
unsuccessful because drainage to the surface of the 
body is based on false principles. Drainage should 
occur into the duodenum which is physiologically 
adapted to receive the bile, and this is possible only 
when there is a permanent wide connection between 
the common bile duct and the duodenum. 

Slitting of the common bile duct beginning at the 
duodenum gives good results in cases of wedged-in 
calculi and should be done instead of drainage of 
the hepatic duct in cholangitis and cases of biliary 
sand and stones in the common bile duct when there 
is the slightest possibility that stones or stone frag- 
ments may be left behind. It is indicated also in 
cases of dilation of the common bile duct without 
stone (papillitis, pancreatitis). 

Another procedure of value is the formation of an 
anastomosis as thick as a lead pencil between the 
common bile duct in the duodenum, in the acute 
angle where the common bile duct joins the duo- 
denum. It is indicated less in cholelithiasis, however. 
than in chronic biliary stasis due to a tumor of the 
papilla or induration of the pancreas. The author 
discusses the technique and the advantages of the 
procedure briefly. PFLAUMER (Z). 


Lichtenauer: The Relationship of Surgery to the 
Diseases of the Hepatolienal System (Dic 
Beziehungen der Chirurgie zu den hepatolienalen 
Systemerkrankungen). Zéschr. f. aerztl. Fortbild., 
1922, XiX, 522. 


General anesthesia should be avoided in diseases 


of the hepatolienal system as chloroform has « 
very toxic effect on the liver and large amounts o/ 
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ether have also proved injurious. Operative pro- 
cedures in such cases should be carried out under 
local anesthesia combined with twilight sleep. 
Persons with disease of the hepatolienal system are 
subject also to hemorrhage during, and particularly 
following, operation. 

The surgical treatment of diseases of the liver is 
limited to the treatment of cirrhosis by the Talma 
operation. In diseases of the spleen, the conditions 
are more favorable as the spleen may be extirpated. 
In pernicious anemia, extirpation of the spleen does 
not give a permanent result but is indicated as a 
palliative measure. Banti’s disease and familial 
hemolytic icterus are apparently cured by splenec- 
tomy. In two of the author’s cases of pseudoleu- 
kemic anemia in infants splenectomy was followed 
by good results. Splenectomy is not indicated in 
leukemia. 

The author reports a case of Banti’s disease in 
which he operated in the first stage; the blood pic- 
ture and the general condition were considerably 
improved by the operation. Rigss (Z). 


Ormos, P.: A Case of Torsion of the Gall-Bladder 
(Ein Fall von Gallenblasentorsion). Gydégydzat, 1922, 
Ixii, 484. 

The patient, a woman 71 years old, died with the 
symptoms of hemorrhagic colitis. When the ab- 
dominal cavity was opened at autopsy a markedly 
enlarged gall-bladder was found with a pedicle which 
originated at the juncture of its middle and lateral 
thirds. The gall-bladder was twisted around the 
pedicle and was necrotic. Surrounding the gall- 
bladder was a circumscribed zone of peritonitis one 
or two days old, and around the liver, duodenum, 
and gall-bladder a proliferation of connective tissue 
due to chronic inflammation. Peritoneal reduplica- 
tions stretched between the duodenum, liver, and 
gall-bladder. The transverse colon and the sigmoid 
had a strikingly long mesocolon. The latter may 
have been a congenital anomaly. The colon showed 
a hemorrhagic colitis which had been present for 
four weeks. Two days before death this condition 


_ became aggravated and there was severe abdominal 


pain which probably was due to the torsion of the 
gall-bladder. The condition was not diagnosed 
before autopsy. Von LopMAYER (Z). 


Franke, F.: The Ascaris Lumbricoides in the 
Biliary Tract (Der Spulwurm in den Gallenwegen). 
Med. Klin., 1922, xviii, 1271. 

The author states that the presence of ascarides 
in the biliary tract is by no means rare and that 
since the World War reports of such cases have 
become more numerous. 

A case is reported in which incarceration of a gall- 
stone was suspected because of pain under the right 
costal arch but at operation an ascaris was found in 
the common bile duct and no stone. 

The most important complications are obstruc- 
tion of the common bile duct, cholangitis, and 
hepatic abscess. Franke concludes that in every 


case of disease of the biliary tract a search should 

be made for the worm and its ova. In the presence 

of complications immediate operation is indicated. 
Sonntac (Z). 


Corkery, J. R.: Chronic Catarrhal Cholecystitis 
with Lipoid Deposit. Ann. Surg., 1922, lxxvi, 736. 


Papillomata of the gall-bladder occur as single or 
multiple lesions of the mucosa. They appear as 
white or yellowish bunches of grape-like bodies 
from 0.5 to 5 mm. in diameter insecurely attached 
to the mucosa by a very slender filament of tissue. 
The cellular changes are identical with those found 
in chronic catarrhal cholecystitis with lipoid deposit, 
namely, fish-scale and strawberry gall-bladder. The 
lipoid substance is seen in large polygonal cells or 
round cells in the submucosa and in the walls and 
lumina of blood vessels. It is usually deposited in 
the form of fine granules. Round-cell infiltration is 
noted in amounts proportional to the amount of 
lipoid deposited. The picture is that of an acute 
infection engrafted upon a chronic infection. Every 
case shows fibrosis, especially about the villi. The 
villi become broader at the base, shorter in the long 
axis, and enlarged at the tip so that they are almost 
spherical. In the formation of a papilloma the 
base of the villus becomes narrowed to a slender 
filament, a change which tends to cut off the blood 
supply and therefore favors necrosis and exfolia- 
tion of the papilloma. The only apparent differ- 
ence between strawberry and fish-scale papilloma 
of the gall-bladder is the shape of the yellowish- 
white masses. 

The clinical history, the surgical findings, and the 
postoperative results in cases of papilloma are in- 
distinguishable from those of strawberry gall-bladder 
and fish-scale gall-bladder. The author believes that 
papilloma is not a neoplasm, but the result of chronic 
cholecystitis. The scarring and irritation and the 
resultant changes in the mucosa of the gall-bladder 
cause first a strawberry appearance, then a fish- 
scale appearance, and finally a papilloma appearance 
of the gall-bladder. A gall-bladder which is chroni- 
cally inflamed may show one or all three of these 
pictures at different times in the course of the 
disease: H. W. Fink, M.D. 


Lewis, N. D. C., and Reuter, F. A.: A Contribution 
to the Study of Connective-Tissue Changes in 
the Gall-Bladder. N. York M. J. & Med. Rec., 
1922, Cxvi, 640. 

This article is the report of a case of cholelithiasis 
in an insane woman 48 years of age. The walls 
of the gall-bladder showed extensive connective- 
tissue changes. Mitotic figures were not numerous 
but there were areas in which mitosis was an out- 
standing feature. 

There was no metastasis, and the infiltration was 
limited to the surrounding structures, the liver and 
the cystic and common ducts. The authors hesitated 
to diagnose the condition as sarcoma although they 
felt that they might be dealing with a growth closely 
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resembling myxosarcoma which usually shows less 
tendency to metastasize than many of the other 
forms of malignancy. Paut W. Sweet, M.D. 


McClure, C. W., and Jones, C. M.: Studies in 
Pancreatic Function. Boston M. & S. J., 1922, 
clxxxvii, 909. 

Abnormalities in the enzymatic action of the 
duodenal contents were found by the authors in 
cases with an organic lesion involving the pancreas 
primarily or secondarily and in cases in which the 
clinical, operative, or autopsy findings indicated de- 
rangement of the external secretory function of the 
pancreas. From this fact it seems fair to assume that 
such abnormalities show pathologic involvement of 
the pancreas or its ducts, and that the involvement 
of the pancreas may be mechanical or functional. 
It is therefore justifiable to conclude that the 
enzymatic action of the duodenal contents indicates 
the activity of the external secretory function of 
the pancreas. 

In achylia gastrica and pernicious anemia no 
abnormalities in the activity of the external secre- 
tory function of the pancreas as measured by the 
enzyme concentration of the duodenal contents were 
demonstrable. These findings suggest that the 


presence of hydrochloric acid is not necessary for 
the stimulation of normal pancreatic secretion. 
The external secretory function of the pan- 
creas was found much depressed in chronic pancre- 
atitis. 
Acute pancreatic necrosis, cancer of the head of 
the pancreas, and lesions obstructing the pancreatic 


duct were accompanied by marked abnormalities 
in the enzymatic action of the duodenal contents. 
Obstructive lesions caused a marked decrease, while 
acute necrosis usually caused dissociation. 

The estimation of the enzymatic action of the 
duodenal contents furnished findings of value in the 
differential diagnosis between benign and malignant 
lesions causing obstructive jaundice. 

Acute and chronic cholecystitis and infectious 
jaundice were accompanied by dissociation of en- 
zymatic action of the duodenal contents. 

The method used by the authors to study the 
duodenal contents was as follows: 

A duodenal tube was allowed to enter the second 
portion of the duodenum, its position being verified 
by fluoroscopy. The patient was then given 4 
c.cm. of 20 per cent cream in which 15 gm. of 
barium sulphate were suspended. As soon as the 
flow had begun in the tube, the duodenal contents 
were siphoned off and collected for one hour after 
the barium appeared. Proteolytic activity was 
estimated by allowing a dilution of the duodenal 
contents to act on a solution of soluble casein. 
Amylolytic activity was estimated from the number 
of milligrams of glucose developed by the action of 
the duodenal contents on a solution of soluble 
starch. Lipolytic activity was estimated by allowing 
the duodenal contents to act on a true emulsion of 
cottonseed oil, and determining the amount of 


acidity developed by titrating with a tenth-normal 
alcoholic solution of sodium hydroxide. 
H. A. McKnicut, M.D. 


Bouman, H. A. H.: A Pancreatic Cyst in the Left 
Hypochondrium Extirpated. Minnesota Med., 
1922, V, 697. 

Bouman presents the history of a case in which a 
pancreatic cyst was successfully removed from a 
woman 27 years of age. 

The typical case is that of an adult who has sus- 
tained a violent blow on the upper part of the abdo- 
men causing signs of shock. After a variable period 
of time a globular and fluctuating tumor becomes 
apparent in the epigastrium. This is separated from 
the liver by a zone of tympany difficult to differenti- 
ate from splenic dullness. Insufflation of the stomach 
and X-ray examination are valuable aids in demon- 
strating that the growth is behind the stomach. 

In many cases there is a history of loss of weight, 
increasing weakness, cardialgia, colics, disturbances 
of digestion and nutrition, and constipation. In 
addition there may be polyuria, glycosuria, or the 
presence of fat and undigested muscle fiber in the 
stool. In some cases the tumor may disappear or 
diminish in size and then grow again. As a rule the 
symptoms increase after the ingestion of food. The 
pancreatic cyst is the most painful of all the ab- 
dominal cysts. The use of the exploring needle in 
the diagnosis has been abandoned. 

The ideal method of treatment is extirpation. 
When this seems impossible, marsupialization (the 
sewing of the cyst wall to the skin and drainage of its 
contents) may be tried. E. C. RositsHek, M.D. 


Lombard, P., and Duboucher, H.: Encysted He- 
matomata of the Spleen (Les hématomes enkys- 
tés de la rate). J. de chir., 1922, xx, 464. 


In the spleen, non-parasitic cysts containing blood 
may be observed sometimes with a distinct wall and 
sometimes without. The first are true cysts which 
are extremely rare and of obscure pathogenesis. ‘The 
second type appear to be encysted hematomata. 
The majority of the latter are due to traumatic 
rupture of the spleen, but a large number are formed 
by a spontaneous hemorrhage not caused by ex- 
ternal violence. The authors report a case of this 
type. The patient had a history of malaria and 
enlarged spleen since infancy, and the appearance 
of the cyst was preceded by a sudden renewal of the 
malarial infection. At operation an encysted hama- 
toma was found. Macroscopic and microscopic ex- 
amination showed that its contents consisted of pure 
blood in different stages of disintegration. On histo- 
logic examination it was found that the cyst wall 
lacked a cellular lining and was formed of connective 
tissue which was apparently the product of inflam- 
matory reaction. 

In 1910 Fowler collected eighty-six cases of non- 
parasitic cysts of the spleen, of which forty-one 
appeared to be of the second type described. The 
authors have discovered seventeen others, including 
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their own. The patient almost always gives a history 
of chronic malaria and only exceptionally mentions 
any other infection. Whatever the origin, a sub- 
capsular or pericapsular collection may become 
encysted, rapidly increase, and rupture or become 
infected. The intense associated inflammatory re- 
action may extend and both the cyst and the spleen 
may become strongly fixed to the anterior and 
posterior abdominal walls and diaphragm by ad- 
hesions. The evolution of a blood cyst is always 
more rapid than that of a hydatid cyst. 

When the spleen is adherent and fixed to the 
abdominal wall and diaphragm by old fibrous ad- 


hesions the difficulties are so great that splenectomy 
cannot be attempted. 

In the case reported by the authors hemosta- 
sis was obtained by ligation of the pedicle. The 
capsule was then incised, the pulp separated by 
burrowing beneath it with the finger, and the whole 
organ decorticated. There was no hemorrhage. 
Postoperative bleeding was insignificant, tamponade 
being done only as a precaution. 

The authors have been unable to find any report 
of previous use of this method of subcapsular or 
subserous decortication of the spleen. 

W. A. BRENNAN. 


SURGERY OF THE EXTREMITIES 


CONDITIONS OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Ledderhose, G.: The Chronic Diseases of the 
Joints Other Than Mycotic and Neuropathic 
Conditions (Die chronischen Gelenkerkrankungen 
mit Ausschluss der mykotischen und _ neuropathi- 
schen Formen). Ergebn.d. Chir. u. Orthop., 1922, xv, 
204. 


Chronic diseases of the joints are classified accord- 
ing to their clinical symptoms as arthritis deformans, 
chronic progressive polyarthritis, and chronic ar- 
ticular rheumatism. 

One of the chief characteristics of arthritis de- 
formans is its very insidious and slow course which 
permits a functional adjustment such as is not ob- 
served in any other similar condition. Arthritis 
deformans occurs more frequently in males than in 
females and usually develops at an advanced age. 
An important difference between this condition 
and other chronic joint diseases closely resembling 
it, such as primary progressive polyarthritis, is the 
fact that as a rule it attacks the larger joints, par- 
ticularly the knee joint. It first causes motor 
disturbances in the joint, but as in the beginning 
these are not associated with pain they are often 
discovered only on physical examination. Joint 
crepitation is an early sign. Palpation reveals a 
swelling, an irregular surface, and, particularly, 
prominence of the edges of the joint, all of which 
become more noticeable with the advance of the 
disease. In contrast to tuberculosis and chronic 
progressive polyarthritis, the associated muscle 
atrophy-in arthritis deformans is usually not very 
marked, and bone atrophy is either absent entirely 
or very slight. Friction on the primarily degen- 
erated cartilaginous covering of the joint ends re- 
sults in eburnation of the exposed bone and car- 
tilaginous and bony proliferations at the cartilage 
— borders. In many cases loose bodies are broken 
off. 

With regard to the etiology of the condition 
Ledderhose states that if the theory that arthritis 
deformans is a general disease, is correct, the experi- 
mental injury of animal joints or static disturb- 


— within human joints cannot produce this con- 
ition. 

The analogy between arthritis deformans, gout, 
and joint diseases with alkaptonuria, and our 
knowledge regarding the etiology of chronic infec- 
tious and mycotic diseases of the joints make it 
appear to Ledderhose as exceedingly probable that 
in the final analysis the abnormal or abnormally 
behaving metabolic products—the expression of 
the arthritic predisposition—are responsible for the 
primary injury of the joint cartilage. 

In the advanced stages of arthritis deformans of 
the shoulder joint the capsule is widened and des- 
troyed. The long tendon of the external head of 
the biceps, which runs through the joint, is involved 
early, becoming stretched, displaced, or ruptured, 
changes which find their expression in the spherical 
form and the slipping downward of the external 
head of the biceps. Ledderhose has shown that the 
change in the shape of the muscle, which was form- 
erly regarded as due to traumatic rupture of the 
biceps, is a sign of arthritis deformans. 

The author discusses the effect of the disease also 
on other joints and its relation to injuries and 
inflammation of the palmar fascia (Dupuytren’s 
contracture). 

On the whole, the prognosis is unfavorable. Al- 
though there may be prolonged quiescence of the 
disease and improvement in the symptoms, the con- 
dition is progressive and incurable. In the chronic 
ankylosing disease of the vertebral column the shape 
of the vertebre is a decisive sign in the differential 
diagnosis. In spondylitis deformans the vertebra 
show marked changes, while the laterial articulations, 
which are the chief localization of the ankylosing 
disease, are seldom involved. Ankylosing spondylitis 
is not curable; therefore only symptomatic treat- 
ment comes up for consideration. 

The other conditions discussed are osteochon- 
dritis deformans cox juvenilis, chronic progressive 
destructive polyarthritis, chronic articular rheuma- 
tism, chronic diseases of the joints occurring in in- 
fancy, and chronic diseases of the joints associated 
with alkaptonuria, psoriasis, or hemophilia. 

VALENTIN (Z). 
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Kappis, M.: Facts and Theories Explaining the 
‘*Spontaneous” Origin of Joint Mice (Tatsachen 
und Hypothesen in der Erklaerung der “spontanen”’ 
Entstehung der Gelenkmaeuse). Muenchen. med. 
Wehnschr., 1922, |xix, 1158. 


Axhausen’s theory ascribing joint mice to mycotic 
emboli formed in the absence of infection but asso- 
ciated with obstruction of blood vessels and the 
production of bone necrosis has not been proved. 
Neither is there any foundation in fact for Rieger’s 
theories of fat embolism, for Fromme’s assumption 
that joint mice are due to small areas of disintegrat- 
ing processes in the bone, or for Liek’s theory of 
softening of the epiphysis due to disturbances of 
internal secretion. 

Up to the present time only fracture has been 
proved a cause of the “‘spontaneous”’ origin of joint 
mice. 

On the basis of a careful study of four cases the 
author concludes that a fracture may be the pre- 
liminary stage not only of “spontaneous” joint 
mice, but also of the earliest preliminary stages. He 
found that the fundamental basis of the prelim- 
inary stages need not be a necrosis of bone as 
believed by Axhausen or a necrosis of cartilage. 
Kappis therefore agrees with Barth that the condi- 
tion is always due to a fracture although in some 
cases such an injury is not recognized. Tromp (Z). 


Jacoby, P.: Scapular Crepitation (Crepitatio scapu- 
laris). Ugesk. f. Leger, 1922, lxxxiv, 1071. 

Three grades of crepitation in the shoulder can be 
differentiated: the coarse, the medium fine, and the 
fine crackling. There is a difference also between 
pathological and physiological scapular crepitation. 
A high position of the sound or its limitation to one 
side is not a sign of the pathologic condition. Of 
100 persons examined for scapular crepitation, 
twenty-three had this phenomenon in slight form. 
In seven (30 per cent) it was bilateral, while in eight 
it occurred on the right side and in eight on the left. 
Not one patient was aware of any disease or was 
inconvenienced by the crepitation. 

The etiological factors are as follows: 

1. Changes in the scapula or ribs, as in pathologic 
thickening of the upper angle of the scapula or 
exostoses, old fractures, and changes due to tuber- 
culosis or syphilis. 

2. Anomalies of the anterior serratus and sub- 
scapular muscles such, for example, as those due to 
atrophy. 

3. Changes in the subscapular burse as, for 
example, those occurring in calcification and chronic 
bursitis. 

4. Unexplainable causes. 

5. Irritation such as occurs occasionally in 
athletes. 

The pathological forms require treatment con- 
sisting of extirpation of the exostoses or burs or 
the chiselling off of deforming bony prominences. 
In some cases muscle and fat plastics may be neces- 
sary in addition. PEIPER (Z). 


Mueller, W.: Observations on the Course, the End- 
Results, and the Familial Occurrence of Osteo- 
chondritis Deformans Coxz Juvenalis (Beob- 
achtungen zur Frage des Verlaufes, der Endaus- 
gaenge sowie des familiaeren Auftretens der Osteo- 
chondritis deformans coxae juvenilis). Arch. f. 
orthop. u. Unfall.-Chir., 1922, xx, 327. 

The author reports seven cases of osteochondritis 
deformans cox juvenilis, in six of which examina- 
tions were made for a period of eight years and in 
one at the end of fifty years. The latter case showed 
fungus-like changes in the head, widening of the 
acetabulum, and marginal proliferations. The pa- 
tient was able to follow his calling of forester 
without difficulty. His daughter was afflicted with 
the same condition during her youth. 

The subsequent examinations showed that in 
bilateral cases the foci of disease often appeared and 
healed at different times. In two cases in which the 
hips were involved there was complete healing, 
clinical as well as anatomical. The others showed the 
usual clinical course of the acute stage. The final 
result was an enormously enlarged, fungus-shaped 
femoral neck which, however, caused only very 
slight disturbance of function. Sprtzy (Z). 


Straehle, L.: Calvé-Legg-Perthes Disease of the 
Hip: Osteochondritis Deformans Coxz Juve- 
nalis (Malum coxae Calvé-Legg-Perthes: Osteo- 
chondritis deformans juvenilis coxae). Finska 
lack.-sacllsk. handl., 1922, \xiv, 244. 

Straehle accepts Sundt’s theory that the chief 
cause of the condition is a hereditary taint expressing 
itself in a disturbance of the function of the endocrine 
glands, chiefly the sexual and the parathyroid 
glands. Injuries are only exciting causes. 

With regard to the pathogenesis he subscribes to 
the view of Perthes that the islands of cartilage 
occurring in the nucleus of the epiphysis and in the 
neck are the expression of a process analogous to the 
callus formation in fracture of bone. 

The author’s material includes five cases, those of 
four boys 7, 7, 8, and 13 years old respectively, and 
one girl 4 years old. The last two cases were under 
observation for only a short time. In the first three 
cases the roentgenograms showed spotty atrophy 
and thickening of the femoral neck. The change 
described by Sundt—diffuse calcium atrophy along 
the upper border of the neck—was noted in all of the 
cases. A distinct zone around the light spots was 
not observed. In the first and third cases the pain 
was localized in the knee joint exclusively, and in the 
second case developed first at the hip and later in 
the knee. In the first and second cases it was slight, 
but in the third case every motion in the upright 
position was at first difficult. No treatment was 
given. Koritzinsky (Z). 


Saxl, A.: Late Rachitis of the Great Trochanter 
(Spaetrachitis des grossen Trochanters). Wien. 
klin. Wehnschr., 1921, ¥xxiv, 534. 

Late rachitis of the great trochanter is char- 
acterized by rapid fatigue in walking, pain in 
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the hip, and limping of gradual onset. Physical 
examination reveals circumscribed tenderness on 
pressure at the base of the trochanter. In the begin- 
ning of the disease complaint is made only of tension 
pains in the region of the adductors on maximal 
abduction. The later stages are characterized by 
limitation of abduction with spastic contracture of 
the adductors, moderate external rotation, and pain 


‘at the great trochanter on internal rotation. In the 


roentgenogram the epiphyseal cleft of the great 
trochanter is found widened and irregular (rachitis) 
or there is a clearing of the shadow in the region of 
the portions of bone adjacent to the epiphyseal line 
(osteomalacia). 

The treatment is the usual treatment of rachitis. 

The limping, limitation of abduction, and external 
rotation are due to the reduction of the tension 
energy of the gluteus medius and minimus muscles 
which, being attached to the painful greater tro- 
chanter, lose the ability to support the pelvis and to 
rotate the leg inward. Mau (Z). 


Rieder, W.: Remarks on the Etiology of Schlatter’s 
Disease (Zur Aetiologie der Schlatterschen Krank- 
heit). Arch. f. klin. Chir., 1922, cxx, 588. 


Rieder has studied eight cases of so-called Schlat- 
ter’s disease, incomplete avulsion of the epiphyseal 
process of the tuberosity of the tibia. The lesion is a 
thickening of the tuberosity of the tibia appearing 
on one or both sides during puberty. 

There is still considerable difference of opinion 
regarding the etiology of the condition. On the 
basis of his studies Rieder concludes that the rela- 
tionship between. Schlatter’s disease and late 
rachitis is by no means as close as Fromme believes. 
Rachitis was suggested by certain features in the 
bone marrow and the bones in only one case, and in 
this instance not very distinctly. In most of the 
cases the condition is of traumatic origin. Starva- 
tion osteomalacia or starvation osteoporosis may 
favor its development. 

Rieder recommends extirpation of the torn-off 
piece of bone as the treatment of choice as it is 
the quickest and gives the best functional results. 

VALENTIN (Z). 


Feller, R.: Remarks on the Reports of Deutsch- 
laender and Vogel on an Unusual Disease of 
the Metatarsus: Inflammation or Fracture? 
(Zu den Mitteilungen von Deutschlaender und Vogel 
ueber “Eine eigenartige Mittelfusserkrankung”’: 
Entzuendung oder Bruch?). Zentralbl. f. Chir., 
1922, xlix, 1410. 

A woman 20 years of age noticed pain on lifting 
the foot after stepping on it. The condition devel- 
oped suddenly without any external cause and per- 
sisted for two years. The roentgenogram revealed 
the findings reported by Deutschlaender. In about 
three months the pain disappeared just as suddenly 
as it had begun, but later again returned, the 
Toentgenogram then showing marked periosteal 
proliferation of bone all around the metatarsus. 


The disease picture described by Deutschlaender was 
thus confirmed. In this case also there was a distinct 
fracture of the diaphysis of the metatarsus. The 
etiological factor was probably dancing and some 
other single injury. VALENTIN (Z). 


FRACTURES AND DISLOCATIONS 


Frisch, O.: The Treatment of Ununited Fractures 
of Bones (Die Behandlung ungeheilter Knochen- 
brueche). Wien. med. Wchnschr., 1922, |xxii, 1061. 


The author calls attention to the importance of 
the differential diagnosis between delayed callus 
formation and true pseudarthrosis. 

The causes of pseudarthroses are given as large 
bone defects, especially those due to gunshot frac- 
tures; poor approximation; poor alinement; in- 
sufficient formation of callus; the interposition of 
soft parts or insufficient immobilization; and the 
appearance between the ends of the bone of some 
substance of unknown structure which interferes 
with the callus bridge. 

Non-operative treatment consists of the applica- 
tion of a cast. Operative treatment consists of: 
(1) autoplasty, especially in cases of pseudarthroses 
of the lower extremities and large bone defects; 
(2) freshening of the wound, accurate approximation, 
and prolonged fixation of the ends of the bone. To 
secure absolute fixation the use of Lane’s plates, 
bone or ivory pegs, or a wire suture is indicated. 
The author prefers Lane’s plates because they have 
a stronger stimulating effect on the formation of 
callus. Sprtzy (Z). 


Pfanner, W.: The Operative Treatment of Supra- 
condylar Fractures of the Humerus (Beitrag 
zur operativen Behandlung der suprakondylaeren 
Deutsche Ztschr. f. Chir., 1922, 
clxxii, 211. 


The author operated on a complicated supra- 
condylar fracture of the humerus in a girl 9 years 
old. At the time of the operation, about six weeks 
after the accident, the infected wound had healed 
but there was a fistula leading to the humerus and 
the humerus was affected by osteomyelitis. 

The fistula and cicatricial masses having been 
excised, the osteomyelitic bone was exposed up to 
the area where the callus developing from the lower 
fragment touched the stump of the humerus, and 
sectioned. At the same level the callus was chiselled 
through linearly and the freshened upper fragment 
placed over it. In this manner the callus developed 
from the elevated periosteum was used to replace 
the upper fragment of the humerus which had 
originally been rendered useless by the osteomyelitis 
and atrophy. Normal length and good apposition 
were obtained in spite of the resection of a piece 5 
cm. long. Sparing of the lower epiphysis of the 
humerus was also possible. The good result as to 
mobility the author attributes to the fact that the 
correction was effected without opening the elbow. 

HouwMeter (Z). 
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Jaroschy, W.: Advances in the Treatment of the 
So-Called Typical Fracture of the Radius 
(Fortschritte in der. Behandlung der sogenannten 
typischen Radiusfraktur). Med. Klin., 1922, xviii, 
1083. 


As.an improvement over the usual reposition and 
fixation of fractures of the radius in volar flexion and 
ulnar adduction the author recommends the method 
of reposition and fixation suggested by Zutinger, 
viz., right-angled flexion at the elbow, the middle 
position between pronation and supination, and 
slight dorsal flexion of the wrist. He emphasizes the 
fact that the best dressing is a dorsal plaster splint 
extending from the heads of the metacarpal bones 
almost to the elbow. Such a splint allows the patient 
to make a fist and to move the fingers. Ankylosis 
therefore can be prevented by movement of the 
fingers and turning motions of the wrist. 

The author has used this method for a number of 
years and has found its results excellent. 

Smmon (Z). 


Stevens, J. H.: Compression Fractures of the 
Lower End of the Radius. Ann. Surg., 1922, lxxvi, 


599- 


In most fractures of the lower end of the radius 
there is backward displacement of the lower frag- 
ment with crushing up of the cortical bone on the 
posterior side at the point of fracture. After the 
usual reduction the X-ray shows the plane of the 
inferior articular surface of the radius to be dis- 
placed posteriorly. Normally this plane forms an 
angle between 14 and 22 degrees with a plane erected 
at right angles to a line running straight through the 
shaft of the radius, and inclines anteriorly to allow 
full flexion of the wrist to a right angle. 

Because of the destruction of the cortex of the 
bone on the posterior side at the point of fracture, 
complete reduction is usually impossible or not 
maintained because of the tension of the muscles. 
The lower fragment is drawn upward and backward, 
so that the plane of the inferior articular surface of 
the radius inclines backward instead of forward. 
A good functional result may be obtained but there 
will always be limitation of flexion at the wrist. 

In the treatment recommended by the author 
for fractures of this type the inferior fragment is 
disimpacted by tension and hyperextension and 
reduced by local pressure over the fragment, traction, 
strong flexion of the wrist to a right angle, and 
adduction. A small piece of splint-wood, 2 in. 
square and well padded, is then placed over the an- 
terior surface of the lower end of the upper fragment, 
with care to prevent pressure on the lower fragment, 
and another well-padded splint with a large opening 
to prevent pressure on the ulna is then applied to the 
posterior surface. When there is backward tilting 
of the lower fragment due to cortical bone crushing, 
the fracture is fully reduced and the ends are held 
in place by the application of a long posterior splint 
from the elbow to the finger tips which is bent at the 
wrist at an angle between 35 and 45 degrees in flexion 
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and 30 degrees in adduction. In such cases the small 
anterior splint is applied above the lower fragment 
but over the lower part of the upper fragment. In 
cases of impaction too great for normal reduction the 
author uses a levering instrument which is shown in 
an illustration. 

Movement is begun not later than the fourth 
day. With the anterior splint removed and the 
posterior splint left in position, the hand is moved 
gently in flexion and adduction. Extension is de- 
layed until after eight days. After twelve or 
fourteen days the posterior splint is removed and 
a leather wrist strap applied. 

Frank G. Murpuy, M.D. 


Delannoy, E.: Rare Wrist Injuries (Traumatismes 
rares du poignet). Arch. franco-belges de chir., 1922, 
xxv, 826. 


Delannoy describes three cases of rare injuries of 
the wrist: (1) fracture of the lower extremity of the 
radius and the ulnar styloid with fracture of the 
trapezius; (2) isolated fracture of the semilunar; (3) 
isolated fractures of the scaphoid and the pisiform. 

In the first case the fracture of the trapezius was 
a crushing fracture. 

The second case was diagnosed clinically as a 
fracture of the radial and ulnar epiphyses with a 
fracture of the scaphoid, but the X-ray showed 
these bones to be normal and clearly indicated the 
= of a traction fracture of the semilunar 

ne. 

In the third case the lesion could be identified 
only by means of a profile roentgenogram made at 
different angles. W. A. BRENNAN. 


Calot, F., and Colleu, H.: Congenital Subluxation 
of the Hip: Osteochondritis (or Coxa Plana) 
Is a Subluxation (De la subluxation congénitale 
de la hanche: Vostéochondrite (ou coxa plana) est 
une subluxation). Schweiz. Rundschau f. Med., 
1922, XXil, 393. 

The authors regard Legg’s osteochondritis as a 
latent and unrecognized congenital subluxation and 
endeavor to prove this assumption correct by the 
anatomical, clinical, and roentgen findings. Displace- 
ments below the line from the antero-inferior iliac 
spine to the sciatic notch they designate as subluxa- 
tions, but there are numerous variations between 
the true subluxation and the transitional forms to 
the normal. They show by pictures how the vertical 
diameter of the normal semicircular acetabulum 
may become greater and its transverse diameter 
smaller. In the roentgenogram, the normal acetab- 
ular arch shows a horizontal line and only one- 
fifth of it lies above the Y-ligament. 

The authors distinguish two abnormal types of 
acetabulum: (1) the oblique type, in which the arch 
is high, the outer margin approaches the antero- 
inferior iliac spine, and the portion lying above the 
Y-ligament is much greater than in the normal 
acetabulum, and (2) the type in which the arch is 
not as high but shows indentation. 
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For these abnormal forms of the acetabulum there 
are two types of femoral head, the cap-shaped head 
and the fungus-shaped head, the former being 
found when the arch is high and the latter when the 
acetabulum is widened. The relation of the head of 
the femur to the acetabulum is disturbed either by 
lateral displacement or upward displacement. The 
X-ray examination must be made with the patient 
in the upright position. Even when upward dis- 
location due to widening of the epiphysis of the head 
is absent, the subluxation is evident from other 
signs such as indentation of the upper arch. 

In some cases there may be no clinical signs at 
all, the condition being discovered accidentally in 
the roentgenogram. In others the signs are slight 
and indistinct, and become apparent only after a 
disturbance of muscular balance by disease, preg- 
nancy, or obesity. Tuberculosis is excluded by the 
absence of atrophy and pain on pressure and by 
the fact that there is little disturbance of movement 
and the patient’s general condition is good. 

FRANK (Z). 


Whitman, R.: Incomplete Epiphyseal Fractures 
at the Hip. Amn. Surg., 1922, lxxvi, 624. 


The neck of the femur is a weak point in the 
skeleton. Fracture of the femoral neck is frequent 
in advanced life because the general atrophy of 
old age renders the weak part less able to endure 
strain. 

The author states that although previous treatises 
on fracture of the neck of the femur give the im- 
pression that the restoration of form and function 
should not even be sought, the abduction method of 
treatment he advocates in this article proves the 
error of this dictum. 

Fractures of the neck of the femur may be divided 
into fractures of the neck proper and fractures at 
the epiphyseal juncture. 

In childhood, fractures occur practically always in 
the neck and are often incomplete. The neck is 
forced downward and backward. 

Epiphyseal fracture is uncommon in childhood 
because in early life the juncture is protected by a 
thick covering of cartilage. This type of fracture 
therefore occurs usually during adolescence when 
the cartilage is becoming thinner as the area of 
ossification advances. In most cases the fracture 
is incomplete, suggesting a progressive deformity. 
A certain percentage of persons with such fractures 
are fat, presenting a picture of endocrine disturbance. 
The exciting cause of the fracture is apparently a 
superficial fracture at the upper portion of the 
juncture or a less direct injury which weakens the 
immature bony structure on the diaphyseal side of 
the cartilage. Gradual downward and backward 
displacement follows. Under conditions favorable 
for repair, further deformity may be checked. In 
other cases the weakened juncture may give way 
completely, causing sudden lameness. 

The usual history is one of a beginning limp, 
occasional stiffness and discomfort at the hip or 
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knee, and pain after exertion. The injury may be 
overlooked. In some cases practical disability may 
result before the patient comes under observation. 

Outward rotation of the limb is persistent. The 
weight is borne on the whole foot, not on the toes 
alone. Actual shortening is present. Passive motions 
are restricted in flexion, abduction, and inward rota- 
tion. Extension is increased in range. 

In the X-ray picture the head and neck of the 
femur form an unbroken line and there is no demar- 
cation between them as in the normal hip. The 
epiphysis, as compared with its fellow, is shallow 
and the juncture seems wider. Actual separation 
may be noted at the upper border of the cartilage. 

The treatment consists in restoring the normal 
range of motion. Abduction is indicated primarily 
to utilize the natural leverage. Under anesthesia, 
with the pelvis fixed by abduction of the sound limb, 
the limb of the injured side is abducted as far as 
possible. At this point the upper rim of the acetabu- 
lum acts as a fulcrum. Since the capsule is tense, 
further abduction forces the neck into its normal 
relation with the head. 

When displacement is too great or consolidation 
too advanced, open reduction is necessary. The 
neck is exposed by an anterolateral incision. From 
the extremity of the head a thin section of bone is 
removed to permit insertion of the chisel between 
the two fragments. The head is replaced by rotation 
of the limb and leverage on the chisel. 

From the therapeutic standpoint cases may be 
divided into three classes: (1) those in which the 
deformity is slight and fixation in abduction will 
give good function, (2) those in which forcible 
manipulation is indicated to correct the deformity, 
and (3) those in which operation is necessary. 

After the restriction of abduction and inward 
rotation has been overcome, the limb is fixed by a 
long plaster spica in complete abduction and in- 
ward rotation for three months, or long enough to 
permit consolidation. 

The author suggests the same method of ab- 
duction for Legg-Perthes disease. 

Cases of coxa vara are confused in orthopedic 
literature. The author would limit the term ‘coxa 
vara” toa depression of the neck of the femur as a 
whole in relation to the shaft. In the typical form 
of coxa vara the head is rarely depressed in its rela- 
tion to the neck. 

Bilateral coxa vara in adolescence is a further 
development of a pre-existing deformity of child- 
hood. Bilateral epiphyseal deformity, distinct from 
coxa vara, occurs in persons showing signs of en- 
docrine disturbance. Joun MitcHett, M.D. 


Wilensky, A. O.: Immediate Operation for Frac- 
ture of the Neck of the Femur. Ann. Surg., 
1922, Ixxvi, 63. 

The author states that the use of the Whitman 
abduction method for the treatment of transcervical 
and subcapital fractures of the femur is invariably 
followed by non-union in the cases of old persons 
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and gives good results in only about 15 per cent 
of persons of middle age. In the latter group this 
method may be tried first and open operation 
performed later if the results are unsuccessful, but 
such a procedure is associated with a loss of several 
months of time and shortening of the limb. In a 
case thus treated the leg was adducted and short- 
ened and pain persisted after the open operation per- 
formed by the author. This case is contrasted with 
another treated by immediate operation which 
Wilensky regards as the method of choice. 

In the immediate operation an 8-in. incision is 
made over the great trochanter and traction is 
applied to the limb by means of the Hawley table. 
A hole is then drilled from the base of the trochanter 
through the neck and into the head, and an autogen- 
ous bone peg taken by chisel and mallet from the 
outer aspect of the femur presenting in the wound 
is driven in and chiseled flush. A plaster bandage is 
then applied with the limb in abduction and left in 
place for two months. During the third month, 
massage and passive motion are instituted with the 
patient in bed. During the fourth and fifth months 
the patient is allowed to walk with the aid of a 
splint. At the end of six months all support is 
removed. 

In the case reported excellent anatomical and 
functional results were obtained with no shorten- 
ing and practically full motion. 

D. R. Tetson, M.D. 


Painter, C. F.: Injuries to the Crucial Ligaments 
and Avulsion of the Tibial Spine. Boston M. 
& S. J., 1922, clxxxvii, 765. 

In the author’s opinion rupture of the crucial 
ligaments is not as serious as was formerly believed 
as very good function may be expected after in- 
juries of this nature and the operative treatment is 
associated with very little risk. In the majority of 
cases the conditions call for tunneling operations 
and transference of muscles or transplants of fascia. 
The crucial ligaments may be repaired or bridged 
through a median incision in the patella. Protection 
with a cage splint for several months after walking 
is begun should be insisted upon. 

Avulsion of the tibial spines should be treated 
conservatively by the application of a cast with the 
leg in extension. 

The comparatively good function which fre- 
quently follows rupture of the crucial ligaments is 
explained by the fact that as a rule the contour of 
the articular surfaces of the femur and tibia is not 
changed. 

When a person with arthritis lies in bed for a long 
time with his legs in slight flexion or complete 
extension the condyles become squared and the tibia 
subluxated to such an extent that he is completely 
incapacitated even before the cartilage has become 
eroded or the capsule or ligaments greatly changed. 
If such osseous distortion can be prevented the 
prognosis as regards function in the knee joint is 
very favorable. Lewin, M.D. 
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Moore, B. H.: Subastragaloid Dislocation of the 
Foot. Surg.. Gynec. & Obst., 1922, xxxv, 788. 

Subastragaloid dislocation of the foot, in which the 
os calcis and the scaphoid are displaced from the 
astragalus, is a rare injury. Its causes are usually a 
fall from a height in which the weight of the body 
is received on the adducted or abducted foot, or a 
violent blow on either side of the lower part of the 
leg. The dislocation may be inward, outward, 
backward, or forward. When it is outward, the 
astragalus sinks down as the result of weight-bearing, 
the foot becomes everted and abducted, and the 
head of the astragalus becomes prominent on the 
inner side. When the dislocation is outward, the 
interosseous ligament is ruptured between the 
astragalus and the os calcis, and the astragalo- 
calcaneal ligament and a portion of the deltoid 
ligament are torn. 

The treatment consists in primary reduction when 
possible, the method depending upon the type of 
the dislocation and being based on the principle of 
reversal of the force which caused the dislocation. 
For old dislocations in which reduction is im- 
possible astragalectomy is the method of choice. 

FRANK G. Murpay, M.D. 


Muelleder, A.: A Case of Breaking-Off of the 
Tuber Calcanei (Ueber einen Fall von Abbruch 
des Tuber calcanei). Wien. klin. Wehnschr., 1922, 
XXxv, 656. 


The author reports a case of avulsion fracture of 
the tuberosity of the os calcis in which there was dis- 
location in the longitudinal axis with distortion and 
rotation of the proximal fragment about 90 degrees. 
The broken-off fragment was immediately replaced 
by open operation as perforation of the skin 
threatened. It was possible to approximate the 
bones by marked plantar flexion and to fix them 
with strong silk sutures (plantar fascia to the peri- 
osteum and the insertion of the Achilles tendon). 
A plaster cast was applied in the pointed-toe po- 
sition. 

The wound healed by primary intention and the 
roentgenogram showed good callous union. The 
after-treatment included active and passive motion, 
baths, and massage. Function was almost normal, 
but prolonged walking caused great fatigue and pain. 
The patient could not follow his calling (carpenter) 
completely after five months. Such injuries often 
produce long-continued disturbances. 

These fractures may be due to indirect causes 
(such as tension of the musculature of the calf and 
falling on the foot in the position of marked plantar 
flexion) and to the direct effect of force against the 
tuberosity of the os calcis. Zur Verth does not 
recognize avulsion fractures in this region but speaks 
of compression fractures with or without destruction 
of the framework of the foot (the investigations 
of Tietze and Heiligtag showed that the Achilles 
tendon is not inserted at the upper, posterior border 
of the os calcis). During the World War Zur 
Verth observed fractures of the tuberosity of the os 
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calcis due to a force from below rather than to con- 
tracture of the Achilles tendon. He claims that 
there is also a longitudinal compression as the 
tuberosity is released from ligaments under ten- 
sion. 

The author believes that in his own cases direct 
force was responsible, the foot being wedged and 
the body sinking to one side so that the fragment 
was twisted. 

The treatment is usually conservative, consisting 
of the application of a plaster cast with the foot in 
plantar flexion and the knee bent. The author 
recommends tenotomy to eliminate the tension of 
the muscles and to avoid the long-continued pointed- 
foot fixation otherwise necessary. ZIPPER (Z). 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Henderson, M. S.: Surgery in Infantile Paralysis. 
Minnesota Med., 1922, v, 706. 


After passing briefly over the treatment of in- 
fantile paralysis in the acute stage and the period 
of recovery, the author discusses the various opera- 
tions of value in the stage of residual paralysis. 
During the period of recovery there may be de- 
formities due to improper muscle balance after 
partial paralysis and the deforming action of gravity 
which proper splinting would have prevented. 

Emphasis is placed on the proper selection of 
cases for surgery. The case should be studied as a 
whole, and special attention should be paid to the 
gait. The patient or his parents should have a clear 
understanding of just what is and what is not to be 
expected from a certain operation. Of 1,774 cases 
treated conservatively at the Mayo Clinic, 25 per 
cent were subjected to surgery. 

Manipulation, tenotomy, osteotomy, arthrodesis, 
tendon plastics, tenodesis, and astragalectomy are 
considered in turn. In the contractures of deltoid 
paralysis, mild hip or knee flexion, and mild equi- 
novarus much can be accomplished by manipulation 
alone, either by the daily application of moderate 
force, the position gained being held by a suitable 
splint, or by forcible correction under anesthesia. 
In straightening the knee care must be taken to 
prevent subluxation. Tenotomy is indicated only 
when nothing further can be accomplished by 
manipulation. In talipes equinovarus, if the tendon 
of Achilles is cut before manipulation, the fulcrum 
action is lost, and it is difficult to correct the 
varus. Frequently, section of the plantar fascia is 
necessary. 

Osteotomy is next considered. In cases of de- 
formed feet after manipulation and tenotomy, 
osteotomy through the tarsal bones is often neces- 
sary. In a characteristic deformity of,a flail lower 
extremity with some power in the hamstrings and 
extensor fascia femoris, the thigh is flexed and ab- 
ducted and the knee is flexed and possibly sub- 
luxated with outward rotation of the leg below 
the knee. After the hip and knee have been straight- 


ened, there is often a knock-knee and an everted 
foot, the latter due to the rotated tibia. An oste- 
otomy through the lower end of the femur and an- 
other through the upper third of the tibia, and pos- 
sibly the fibula, may be necessary to correct the two 
deformities. Correcting the line of weight-bearing 
restores function in a surprising manner, for weak 
muscles are placed by the correction in a more 
favorable position for work. It is well known that 
a limb without paralysis tires very easily when the 
weight-bearing line is faulty. 

Arthrodesis should be used to increase function and 
give stability to the lower extremity and to increase 
function in the upper extremity. Arthrodesis in the 
lower extremity should be used only when the 
extremity below the joint to be fixed is capable of 
being made to bear weight or, in other words, when 
the fixed joint can be used to advantage. Some 
persons may prefer to use a brace rather than to have 
a stiff knee. Astragalectomy is usually preferable to 
arthrodesis in the ankle joint. As all lateral mobility 
occurs below the astragalus, astragalocalcaneal 
arthrodesis is sometimes of value in stabilizing the 
foot. Astragaloscaphoid arthrodesis may be used 
to overcome a tendency to eversion in the forepart 
of the foot. Arthrodesis is of value in the shoulder 
joint only when the scapular muscles are intact, 
even when the elbow cannot be voluntarily moved, 
for when the arm is raised from the side, gravity 
will bring the hand to the head. If the hand is 
paralyzed, arthrodesis is contra-indicated. The 
elbow may be ankylosed in the position of elec- 
tion, but the patients get along so well as they are 
that they do not often choose arthrodesis. 

Better results than heretofore are now being ob- 
tained in tendon plastics because of better selection 
of the cases and better understanding of the limita- 
tions of operations on the tendons. In the foot of a 
patient with a paralyzed tibialis anticus and strong 
peroneals, one of the peroneals may be transferred 
to the tibialis anticus. If the peroneal group is 
paralyzed and the tibialis anticus is strong, the 
tibialis anticus may be transferred to the cuboid 
bone on the outer side of the foot. Transfer of the 
peroneals to the tendon of Achilles for talipes cal- 
caneus and transfer of the extensor longus hallucis 
to the front part of the foot for toe-drop have been 
disappointing in the author’s experience. Failure is 
certain if a weak muscle is transferred to replace 
a strong one. Transfer of the biceps femoris or 
occasionally the semitendinosus to the patella when 
the quadriceps extensor is paralyzed is very satis- 
factory as it gives stability to the knee even though 
the patient is not able to extend the knee fully. 
Opportunity for tendon transference in the upper 
extremity is rare, at least in infantile paralysis. 

By tenodesis it is possible to prevent foot-drop by 
fixing the distal parts of the paralyzed extensors of 
the toes and the tibialis anticus into the tibia. It 
is possible also to prevent calcaneal deformity by 
implanting the tendon of Achilles into the tibia. The 
use of tenodesis has been disappointing in the 
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author’s experience because the tendons have so 
often slipped at the new insertion to the bone. 

Astragalectomy with posterior displacement of 
the foot is indicated chiefly in calcaneovalgus, but 
may be used to advantage in flail feet. The most im- 
portant points of the operation are backward dis- 
placement of the foot and the maintenance of 
valgus with slight equinus. 


Reid, M. R.: The Use of Large Reverdin Grafts 
in the Healing of Chronic Osteomyelitis. Bull. 
Johns Hopkins Hosp., 1922, xxxiii, 386. 


The treatment of chronic osteomyelitis is based 
upon the obliteration of the bone cavity. Reid in- 
troduces a new method, the use of so-called “pinch 
grafts.”” The technique is as follows: 

The bone cavity is treated with Dakin’s solution 
until it becomes lined with clean, firm granulations. 
Without the use of this or some other antiseptic 
solution, the granulation tissue will become cedem- 
atous, forming an unhealthy base for the growth 
of the grafts. Two hours after the last irrigation 
with the Dakin solution, large, thick pinch grafts 
1% cm. in diameter are placed closely together upon 
the surface of the cavity. The grafted wound is 
then exposed to the air from six to eight hours. 
This period of drying serves to fix the grafts firmly 
into the granulation tissue. The grafts are then 
covered and held in place with a single layer of gauze 
firmly fixed to the skin. 

During the next two days saline compresses are 
applied. Dakin’s solution is then used instead of the 
salt solution for five days, being applied by laying 
wet compresses directly against the wound every 
two hours during the day and every four hours at 
night. At the end of this time the wound is dressed 
with protective rubber or old linen. 

The grafts grow quickly and cover the granulation 
tissue with epithelium in from ten days to two 
weeks. If the granulations become high, Dakin’s 
solution is re-applied for one or two days to reduce 
the swelling. Caustics should not be used. 

The technique described is of value especially for 
the closure of large bone cavities which are difficult 
to obliterate by other methods. The epithelial 
covering formed by pinch grafts is thicker and more 
durable than that formed by Thiersch grafts and 
therefore will better withstand the action of the 
moisture present in deep cavities. 

S. C. WoLpENBERG, M.D. 


Campbell, W. C.: Arthroplasty of the Elbow. Ann. 
Surg., 1922, Ixxvi, 615. 

Cases for elbow arthroplasty must be chosen 
judiciously. 

The following pathologic conditions mentioned 
by the author decrease the chances of success or 
contra-indicate surgical interference: (1) tuber- 
culosis, (2) osteitis with much shortening of the 
extremity, (3) extensive scars binding the skin to 
the bone, (4) extreme muscular atrophy with re- 
organization of bone structure as when, after a long 
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time, the medulla of the humerus and ulna be. 
come continuous, and (5) old eburnated bone ex- 
tending a considerable distance on each side of the 
joint. 

Two conditions alone justify arthroplasty, viz., 
fracture with ankylosis following traumatism, and 
ankylosis following infection. 

There are five methods of arthroplasty, viz.: 

1. Wide excision of the articular surfaces. Usually 
an unstable joint results. 

2. The interposition of pedunculated fascial flaps 
between the remodeled articular surfaces. This 
method has been abandoned. 

3. The interposition of animal membranes. The 
disadvantage of this procedure is infection favored 
by foreign-body irritation. 

4. Free fascia lata transplantation. 

5. Mechanical reconstruction of the surfaces of 
the joint and the interposition of various sub- 
stances. 

The author makes a 6- to 8-in. incision on the 
posterior aspect of the arm and forearm, just ex- 
ternal to the midline, beginning about the middle of 
the humerus and extending about 2 to 3 in. below the 
elbow joint. Skin, superficial fascia, and deep fascia 
are incised and separated. In this manner the 
aponeurosis of the triceps is exposed. This structure 
is dissected from above downward, making a long 
tongue attached to the olecranon below. The incis- 
ion is continued through the muscular fibers of the 
triceps and the periosteum over the lower half, and 
the periosteum then stripped from the lower end of 
the humerus. Scar tissue, callus, and loose bony 
particles are removed. 

About 1% in. is removed from the lower end of the 
humerus, and the cut end is remodeled into a surface 
convex from before backward. No attempt is made 
to reproduce the normal anatomy of the bone. About 
¥% in. is cut from the tip of the olecranon process. 
The _ is removed until healthy spongy bone is ex- 
posed. 

The radio-ulnar joint is not disturbed, but the 
surface of the radial head must be on the same level 
as the coronoid process. The periosteum and triceps 
muscle are dissected into a double flap which is 
stitched to the anterior capsule and serves to 
separate the raw bony surfaces. When the radio- 
humeral joint is normal and there is bony ankylosis 
between the ulna and humerus, the radiohumeral 
joint is not destroyed, a hemi-arthroplasty being 
done between the humerus and ulna. When in such 
cases it is impossible to obtain a posterior flap of 
sufficient size, the aponeurotic tongue from the 
triceps is placed between the surfaces. The capsule 
of the joint is stitched to the posterior aspect of the 
triceps and deep fascia. 

In one case full flexion and extension have been 
secured with’ no motion in the radio-ulnar joint. 

The after-treatment is important, and there must 
be co-operation between the surgeon and physio- 
therapeutist. Active motion is essential. 

Joun MircHett, M.D. 


GENERAL SURGERY — SURGERY OF THE EXTREMITIES 


Roberts, P. W.: A New Approach to the Semilunar 
Cartilages. J. Am. M. Ass., 1922, lxxix, 1608. 

The new approach described by the author elim- 
inates strain on the wound when the knee joint is 
flexed and obviates suturing of the synovial mem- 
brane. 

A blunt V-shaped incision is made, one arm of 

which begins about 34 in. above the upper border 
of the tibial condyle and follows down the border 
of the patellar ligament for a distance of 114 in. The 
knife is then carried transversely outward a short 
distance and then upward inside the lateral ligament 
to the level of the opposite arm. This incision is 
made through all tissues overlying the tibia, includ- 
ing the periosteum. With a periosteal elevator the 
flap is separated and retracted upward until the 
coronary ligament is exposed. The coronary liga- 
ment is incised transversely at its attachment to the 
tibia. On further retraction the meniscus is exposed 
and may be dissected out with a narrow-bladed 
knife. The periosteum and overlying tissues are 
then replaced and sutured in position with inter- 
rupted chromic gut sutures not including the synovial 
membrane. The skin is closed with silk. The firm 
suturing of the periosteum prevents strain on the 
knee wound even when the knee is flexed at 90 
degrees. Frank G. Murray, M.D. 


Fig. 2. Flap retracted upward, showing exposure of 
meniscus on its under-surface. A, internal semilunar carti- 
lage; B, medial condyle of femur.! (Roberts) 


- 


Mondor, H.: Wounds of the Knee (Les plaies du 
genou). Presse méd., Par., 1922, xxx, 961. 


Mondor reviews the treatment of wounds of the 
knee during the World War. Arthrotomy for drain- 
age was the method in general use in the beginning 
but was abandoned because of its disastrous results. 
In the treatment then adopted the joint was opened 
wide, cleansed of all débris, closed by primary 
suture, and treated by active mobilization. 

In the war of 1870 the immediate mortality of 
knee wounds in the French army under a policy of 
surgical abstention was between 4o and 50 per cent, 
while in the German army, in which immediate 
resection was done, it was 80 per cent. In a series 
of 208 cases treated by arthrotomy for drainage 
during the World War there were fifty-two deaths, 
thirteen secondary resections, and forty-one sub- 

sequent amputations in addition to numerous in- 
stances in which ankylosis resulted, while in 328 
cases treated by mechanical cleansing of the joint 
followed by primary suture there were 312 recov- 
eries without ankylosis. W. A. BRENNAN. 


s 
' 
‘ 


Liniger: The “Gritti’? Amputation in Insurance 
Medicine (Der “Gritti” in der Versicherungs- 
medizin). Arch. f. orthop. u. Unfall-Chir., 1922, xx, 

Fig. 1. Line of incision for excision of internal semilu- 

nar cartilage. A, internal semilunar cartilage; B, line of in- Liniger considers the results of the Gritti technique 

cision.’ (Roberts) as unfavorable from the standpoint of industrial 

1 Tilustration by courtesy Journal of the American Medical Association. 
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medicine. In his twenty-five cases of accident 
injuries full weight-bearing capacity was present 
in only eight, no weight at all could be borne on 
the stump in thirteen, and only partial weight- 
bearing was possible in four. The patella was in 
proper position in twenty cases, and displaced with- 
out impairment of the weight-bearing capacity in 
five. Shortening of the thigh amounting to 4 or 


5 cm. and atrophy of the musculature up to a mini- 
mum circumference of 10 cm. at the middle were 
other sequela. The permanent compensation aver- 
aged 60 per cent. Four patients were fully able to 
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earn their living, seventeen were partially incapac- 
itated, and five were unable to work. In 40 per 
cent of the cases a high amputation of the leg 
would have been sufficient. Very often difficulty is 
experienced with the artificial leg. The Gritti stump 
is not favored by manufacturers of appliances 
because it requires a special construction of the 
weight-bearing surface. 

On the basis of his twenty-five cases the author 
comes to the conclusion that the Gritti amputation 
has no marked advantages over a low amputation 
of the thigh. ScHEUER (Z). 


SURGERY OF THE SPINAL COLUMN AND CORD 


Schede, F.: Puncture of the Prevertebral Abscess 
(Die Punktion des praevertebralen Abscesses). 
Muenchen. med. Wchnschr., 1922, \xix, 779. 


It must be assumed that the paralysis in spon- 
dylitis is caused less by collapse of the vertebrae 
than by the pressure of the prevertebral abscess. 
If the prevertebral abscess is to be punctured from 
the rear, the surgeon must determine its depth in 
order that he may know how deep to insert the 
needle. Staub’s procedure, described in detail in 
this article, makes it possible to determine the 
depth of the abcess by the aid of the X-ray. 

Pus can be successfully evacuated only if the 
burrowing of the abscess has not proceeded too far. 
When the pus has once made its way downward, 
the prevertebral abscess does not fill again and only 
its walls remain visible in the roentgenogram. 
Hence, puncture is less suitable for abscesses of the 
lumbar spine than for those of the dorsal spine, 
since the latter usually burrow later. 

The author warns against the use of Calot’s solu- 
tion after puncture of a spondylitic abscess. On 
account of the rapid diffusion of the creosote-ether 
contained in the solution, one of his patients suffered 
an immediate slight shock with coughing and the 
expectoration of sputum tasting strongly of creosote. 

The effect of the relief of the pressure on the 
medulla is usually noted very soon after the punc- 
ture. 

Puncture of a prevertebral abscess is to be looked 
upon as a safe and very effective method much to 
be preferred to costotransversectomy since it almost 
entirely excludes the possibility of secondary in- 
fection. FLescu THEBESIUs (Z). 


Kron and Mintz: Cervical Ribs (Ueber Halsrippen). 
Deutsche med. Wehnschr., 1922, xlviii, 975. 


A woman, 33 years old, complained of pain in the 
right arm which occasionally, particularly in cold 
weather, became more severe and radiated into the 
occiput. These attacks were characterized also by 
a waxy pale discoloration of the right fingers and a 
bluish discoloration of the tip of the right index 
finger. 

Careful examination revealed a distinct widening 
of the subclavian artery in the supraclavicular fossa 


and rapid pulsation and a thrill under the super- 
imposed finger. When the artery was displaced, a 
hard resistance was noted. The ulnar pulse was 
weak and the radial pulse absent. The roentgeno- 
gram revealed the presence of a cervical rib imping- 
ing upon the first thoracic rib. The patient delayed 
surgical treatment for two months. 

At operation the subclavian artery was exposed 
by a Kocher incision. Since the time of the first 
examination it had become thrombosed. The rib 
was removed first in the direction of the vertebrz 
and then in the direction of the chest, with care not 
to injure the brachial plexus, the transverse cervical 
artery, or the scapular artery. The resulting hole in 
the dome of the pleura was covered by suturing 
tissue over it. A complete cure had not been ob- 
tained at the end of five months but the clavian 
artery showed pulsation. 

Three other cases of cervical rib are reported in 
brief. The literature on the subject is reviewed and 
reference is made to Streissler’s operation which is 
begun at the nape of the neck. PLENz (Z). 


Openshaw, T. H.: Traumatic Spondylitis. Proc. 
Roy. Soc. Med., Lond., 1922, xvi, Sect. Orthop., 1. 


The author reports fourteen cases of traumatic 
spondylitis or fracture dislocation of the spine. In 
three cases the cervical vertebra were involved, in 
six the dorsal vertebra, and in five the lumbar 
vertebre. In one case with entire loss of motion in 
the neck and marked wasting of the muscles of the 
forearm and shoulder, partial reduction of the dis- 
located vertebre under anesthesia was followed 
several days later by loss of power in the other arm. 
This complication was transient, however, and the 
patient ultimately made a complete recovery. 

Another case reported was that of a woman whose 
right arm became painful and weak following dis- 
location of the fifth cervical vertebra by a fall. 
Openshaw made an incision over the median line 
of the neck and wired the two lamine together. 
Power in the right arm steadily returned. Removal 
of the wire after four months was followed by re- 
currence of the weakness. 

Openshaw states that in fracture dislocation of 
the dorsal and lumbar spine the most important 
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sign is hyperasthesia of the intercostal nerves, the 
so-called “girdle pain,” or pain along the course of 
the lumbar or sciatic nerves. This sign is of value 
because it indicates which of the intercostal nerves 
corresponds to the site of the fracture dislocation. A 
stereoscopic examination is also of great aid in the 
diagnosis. 

The X-ray will show: (1) anterior and lateral 
compression of the body of the vertebra, (2) wedge 
formation of the vertebra, (3) obliquity of the sur- 
faces, (4) irregularity of adjacent surfaces of two 
vertebre, (5) gaping of the anterior part of the 
intervertebral spaces, (6) lipping of the anterior 
edges of the upper and lower surfaces, (7) central 
absorption of the vertebral bodies, (8) separation of 
the ribs due to kyphosis, (9) angular curvature, 
(10) ankylosis and synostosis, (11) lateral deviation, 
and (12) rupture of the supraspinatous and inter- 
spinous ligaments. 

For cases of traumatic spondylitis in the cervical 
region the author recommends manipulation to 
force the vertebra into place, the temporary appli- 
cation of a leather or felt collar or plaster of Paris, 
and wiring of the laminz, the wire being left in. 

Cases in which the dorsal vertebra are affected 
should be treated by recumbency if the condition is 
serious, by the application of a leather corset with 
arm supports, and by wiring if the kyphosis tends to 
increase. 

When the lumbar region is the site of the lesion 
Openshaw applies a leather corset and laces the 
spinous processes together with silver wire. 

Suppuration is rare unless there is an open sup- 
purating wound elsewhere. The pain decreases 
quickly in severity and extent after the spine is 
immobilized. The cure is slow, requiring eighteen to 
thirty months. 

The article is illustrated with seven roentgeno- 
grams. S. C. WoLpDENBERG, M.D. 


Schrgder, G. E.: Rhizomelic Spondylosis: Spon- 
dylitis Deformans (Spondylose rhizomélique: spon- 
dylitis deformans). Ugesk. f. Leger, 1921, \xxxiii, 951. 


In eighteen of twenty-five autopsies on very young 
persons exostoses suggestive of arthritis deformans 
were found although there had been no nervous 
symptoms during life. 

One of the two cases reported, that of a man 42 
years old, the author designates as a case of rhizo- 
melic spondylosis with typical complete ankylosis 
of the spinal column, kyphosis of the cervical and 
upper thoracic spine, obliteration of the lumbar 
curvature, and slight muscular atrophy. The X-ray 
revealed narrowing of the intervertebral discs and 
fusion of the bodies of the vertebra. The note- 
worthy features in the history were gonorrhoea and 
syphilis. Otherwise the course of the disease was 
the usual one, beginning with pain in the spinal 
column and ending with rigidity. The author leaves 
open the question of the etiology but is inclined 
toward the view that the gonorrhoeal infection may 
have been an exciting factor. 


The second case, that of a 35-year-old man, the 
author designates as a case of arthritis deformans. 
This began with pain in the vertebral column and 
the extremities and ended with rigidity of the 
spinal column in a markedly stooping position and 
muscular atrophy. The X-ray showed excrescences 
around the vertebral bodies which finally spread 
from one vertebra to another in the form of bony 
bridges. The author believes the diagnosis should 
be based on the X-ray findings. Spitzy (Z). 


Cofield, R. B.: Bony Bridging in Tuberculosis of 
the Spine. J. Am. M. Ass., 1922, Ixxix, 1391. 


The presence in the spine of hypertrophic changes 
associated with bony bridging and ankylosis of the 
vertebre has been regarded since the advent of 
roentgenology as evidence of the strictly non-tuber- 
culous nature of the disease. This theory the author 
believes is incorrect. Since it is known that mixed 
infections due to external drainage of cold abscesses 
often give rise to bridging, he regards it as not im- 
probable that such bridging may result also from 
secondary infection of the tuberculous process 
carried by the blood stream from some septic focus 
in the body. 

The localization of the chronic low-grade infec- 
tion in the superficial portion of the vertebra in 
juxtaposition to the osteogenetic periosteum may 
be responsible for the laying down of bone, the 
same process in the center of the vertebra having no 
such action. The regional location of the vertebra 
in the spinal column is also a factor since, as a rule, 
the spurs are found in the lumbar region where the 
reaction to the strain of weight-bearing is greatest. 
Although usually tuberculosis does not produce 
bone, the reaction to any infection varies with the 
situation of the process, and the spinal articulations 
are more apt to react to infection by ankylosis than 
any other joints in the body. D.R. Tetson, M.D. 


Kleinberg, S.: The Operative Treatment of Scoli- 
osis. Arch. Surg., 1922, v, 631. 


A complete cure of structural scoliosis cannot be 
obtained by any known method. Treatment is 
directed toward reducing the curvature, improving 
the appearance of the back, and maintaining the 
improvement. 

Both Hibbs and Forbes advocate a fusion opera- 
tion to obtain osseous union of the posterior arches 
of from eight to twelve vertebra. 

The author employs the Hibbs fusion operation 
and a graft of beef bone. 

Before the operation the patient is placed on a 
convex frame, the highest point of which is under 
the middorsal region. Traction is applied to the head 
by means of a Sayre halter, and to the trunk by a 
pelvic belt with weights suspended from cords over 
pulleys at the foot of the bed. Weight is not applied 
until the position is no longer irksome. It is then 
applied gradually. The head weight varies from 5 
to 10 lbs., and the pelvic weights are a little heavier. 
If there is much anteroposterior or lateral deformity 


i 
er 
1S 
ip 
n 
n | 
| 
| 
| 


246 INTERNATIONAL ABSTRACT OF SURGERY 


a Balkan frame is used and forward or lateral trac- 
tion is applied. Traction is continuous except at 
meal times, during the bath, and during massage. 
The patient is ready for operation when the maxi- 
mum degree of correction is obtained. A greater 
degree of improvement is obtained in four to eight 
weeks by this method than can be obtained in more 
than six months by means of corrective plaster-of- 
Paris jackets. 

The preparation for the operation is important. 
A beef-bone graft cut to the shape and size desired 
is boiled for several hours, placed in a closed con- 
tainer with ether, and just before the operation 
boiled again for half an hour. Transverse nicks are 
then cut in it to favor vascularization. Three days 
before the operation, traction and massage are dis- 
continued, the back is thoroughly scrubbed, and a 
sterile dressing is applied. On the second day the 
same procedure is repeated. On the morning of the 
third day the back is painted with one-half strength 
tincture of iodine and another sterile dressing is 
applied. If the operation is to be performed in the 
morning the iodine is applied the night before. 

The author’s operation combines the technique of 
Hibbs and Albee. Most of the vertebre of a simple 
curve and all the vertebre of the dorsal segment of 
a compound curve are included. 

In making the skin incision the knife is carried 
through to the muscles. The arches of muscles and 
periosteum are laid bare with a periosteal elevator lat- 
erally to the tips of the transverse processes, and the 
joints of the articular processes are scarified or de- 
stroyed. Chips of bone are removed from the laminz 
and placed across the interlaminar spaces. The spi- 
nous processes are split and turned down so that the 
tip of the process above fits into the space at the base 
of the spinous process below. The spinous processes 
of the two vertebra at the upper limit of the curve 
and of two below the lower limit are split. A graft 
long enough to cover the vertebra operated on, 
about 6 mm. wide, somewhat less than 6 mm. in 
thickness, and with a curve corresponding to the 
spinal curve, is laid in the wound upon the lamine 
and transverse processes on the concave side of the 
curve and its ends are embedded between the split 
segments of the transverse processes. The perios- 
teum and muscles are sewed with interrupted 
kangaroo sutures, and the subcutaneous tissue and 
skin with catgut. A warm sterile flannel jacket is 
applied over the sterile dressings. 


SURGERY OF THE 


Langemak, O.: Technique of Nerve Suture (Zur 
Technik der Nervennaht). Zentralbl. f. Chir., 1922, 
xlix, 1253. 

Following excision of the neuroma, the two nerve 
stumps, through which silk threads have been drawn, 
are introduced into a calf artery and brought as 
close together as possible by drawing on the threads. 
Before the threads are cut and withdrawn, the ends 


In a week or ten days, when the patient has re- 
covered from the immediate effects of the operation, 
he is replaced on the frame, traction is applied, and 
massage and exercise of the limbs are begun. At the 
end of eight weeks he is usually able to stand up. A 
light, well-fitting plaster jacket is then worn for 
several months. 

The entire course of treatment requires from six 
to nine months. 

The immediate results obtained by the author 
have been satisfactory, but the time which has 
elapsed is not sufficient to warrant conclusions as to 
the end-results. Joun MitcHett, M.D. 


Hackenbroch, M.: The Casuistics, Pathology, and 
Treatment of Spina Bifida Occulta and Its 
Sequelz (Zur Kasuistik, Pathologie und Therapie 
der Spina bifida occulta und ihrer Folgezustaende). 
Muenchen. med. Wchnschr., 1922, \xix, 1191. 


The case reported was that of a girl 12 years old 
who had had an increasing deformity of both feet since 
her third year and nocturnal enuresis since earliest 
infancy. Examination revealed talipes cavus with 
hyperextension of the toes of both feet. On passive 
dorsal flexion a distinct spastic resistance was felt. 
The skin of the feet was livid and cold. At the level 
of the last lumbar vertebra was a swelling 7 cm. 
long and 4 cm. wide which raised the skin about 
1.5 cm. This tumor was elastic and the skin over it 
was movable. The roentgenogram showed a cleft 
in the arches of the third, fourth, and fifth lumbar 
and the first, second, and third sacral vertebre. 

At operation a curved incision was made with its 
base downward. The tumor appeared to consist of 
normal muscle tissue embedded in the fascia. When 
the vertebral canal was opened the dura was found 
adherent to the posterior aspect of the vertebral 
arches by firm, fibrous bands, some of which were 
1 cm. thick. The bands were separated and excised. 
Careful separation of the muscle mass from the 
substratum revealed a sort of spinous process on 
both sides which was attached in the center by a 
firm and apparently bony tissue forming the sub- 
stratum of the muscle mass. Following resection 
of this formation a lipoma about the size of a cherry 
was found adherent to the dura and vertebre. 

One hour after the operation the feet were warm 
and their color was normal. The operation cured 
the enuresis also. A month later the deformity of 
the feet was corrected surgically. Port (Z). 


NERVOUS SYSTEM 


of the artery are fastened to the nerves on both 
sides by fine silk sutures. The nerves are joined 
through an opening in the middle of the artery. 

If the space between the ends of the nerve is so 
great that, despite stretching, the ends cannot be 
joined, the artery is left unopened or the opening is 
stitched with catgut and the skin wound closed. 
After successful stretching by changing the position 
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of the joint the artery is again exposed and opened 
and the nerve sutured. Subsequently the artery is 
removed. Tromp (Z). 


Bruening, F., and Stahl, O.: The Physiological 
Effect of Extirpation of the Peri-Arterial Sym- 
pathetic Nerve Plexus: Peri-Arterial Sympa- 
thectomy (Ueber die physiologische Wirkung der 
Exstirpation des periarteriellen sympathischen Ner- 
vengeflechtes: periarterielle Sympathektomie). Klin. 
Wehnschr., 1922, i, 1402. 


Even in a peri-arterial sympathectomy performed 
according to the Leriche method, it is seen on sepa- 


rating the adventitia that the caliber of the dissected 
portion of the vessel gradually diminishes. This 
contraction lasts up to six hours in the exposed area 
and occasionally inhibits the peripheral pulse. Ulti- 
mately the tension which prevailed previous to the 
operation is exceeded. Evidently there is first an 
irritation of the skin and then a hyperemia which 
causes paralysis of the vasoconstrictors. The effect 
of adrenalin was not considered as the experiments 
were performed under anesthesia. Hyperemia is 
regarded as the most important factor in the cure 
of vasomotor trophic disturbances. 
WASSERTRUEDINGER (Z). 


MISCELLANEOUS 


BLOOD 


Broun, G. O.: Blood Destruction During Exercise; 
Blood Changes Occurring in the Course of a 
Single Day of Exercise. J. Exper. M., 1922, xxxvi, 
481. 


The studies of several investigators have shown 
that normally the destruction of erythrocytes is 
accomplished, in part at least, by a process of 
fragmentation in the blood stream. There is evidence 
that the breaking up is the result of mechanical 
injury. 

The investigations here reported by Broun were 
undertaken to determine whether an increased rate 
of blood destruction can be demonstrated during 
exercise. Since the subject is so closely linked with 
the general question of fluid and cell changes during 
exercise, a number of observations were made in 
this connection, and it is with the latter that this 
article is largely concerned. 

Two types of blood volume determination have 
shown themselves to be of practical value for use on 
the living animal. The first is the well-known carbon 
monoxide inhalation method. The second entails 
the addition of some substance to the blood plasma 
and the subsequent determination of its degree of 
dilution. Since the carbon-monoxide method cannot 
be repeated readily within a single day, the dye 
method was adopted for use in the author’s experi- 
ments. 

The experimental animals were dogs. The chief 
reason for choosing dogs, apart from their general 
utility, was the special susceptibility of their red 
corpuscles to mechanical injury. The animals were 
kept in individual cages and fed upon a mixed diet 
containing considerable meat. To prevent changes 
‘in the blood volume, food was not given upon the 
day of the experiment until after the last blood- 
volume determination had been completed. For 
purposes of exercise treadmills were used. The 
number of miles traveled was recorded by a bicycle 
cyclometer attached to the machine. 

Previous studies by other men have shown that 
considerable reliance may be placed on plasma 
volume figures obtained by the vital red method. 


The author’s findings indicate that the initial con- 
centration of the blood during exercise is not due 
to a loss of fluid, since there is no decrease in the 
plasma volume. On the contrary, one investigator 
reports that there is a distinct increase, especially 
when the exercise is prolonged. 

The calculation of total cell volume was made on 
the basis of the percentage volume of cells in the 
blood of the jugular vein, the total plasma volume 
being known. Hemoglobin, pigment volume, and 
red-cell count are also influenced by changes in the 
ratio of cells and plasma. The initial increase in 
the total cell volume observed in these experiments 
could not have been due to mere swelling of the cells 
as the hemoglobin also increased. 

It is not impossible that changes in the size of the 
red cells occur during exercise. A general swelling 
of the cells might readily lead to an increase in-the 
cell volume. However, the close parallelism between 
the curves for cell volume and pigment volume in- 
dicate that the results were not due to this cause 
for if this were the case there would have been 
disproportionate changes in the pigment content 
and cell bulk. The red counts recorded by the 
author were too few in number to furnish reliable 
data as to average cell size and the literature on 
changes in cell size during exercise is extremely 
meagre. 

Price-Jones, working with dried blood smears, 
concluded that the cells become larger. The au- 
thor’s findings tend to confirm this view as the 
decrease in the cell volume during prolonged ex- 
ercise is not nearly so great as the decrease in the 
pigment volume. 

Broun states that after prolonged exercise both 
total cell volume and pigment volume fell well below 
the maximum noted after ten minutes of exercise. 
Because of the uncertain factor of cell distribution 
it would be unsafe to conclude that blood destruc- 
tion occurs during exercise, on the basis of the data 
of these experiments alone, although there is no 
doubt that the findings are in harmony with such a 
view. 

From his findings the author draws the following 
conclusions: 
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1. An increase in the percentage of cells and 
hemoglobin in the blood of the jugular vein occurs 
early in the course of exercise and probably results 
from redistribution of the red corpuscles, increasing 
their proportion in the peripheral blood. 

2. As exercise is continued, there is a definite 
increase in the plasma volume. 

3. A coincident decrease in the total cell volume 
and the pigment volume during prolonged exercise 
suggests blood destruction. 
GrEoRGE E. M.D. 


BLOOD AND LYMPH VESSELS 


Witte, W. C. F., and Zilisch, H. E.: Traumatic 
Rupture of the Femoral Artery with Hzema- 
toma. Wisconsin M. J., 1922, xxi, 218. 


The authors report a case of traumatic rupture 
of the femoral artery in a boy 17 years of age, due to 
a motor-cycle accident. The patient was brought to 
the hospital in a state of shock with a firm, non- 
pulsating mass ro in. in diameter in the left inguinal 
region between the skin and muscles of the abdom- 
inal wall. The leg showed sensory and motor dis- 
turbances. Pulsation was noted in the popliteal 
space. 

Morphine was administered and external heat 
applied. The next day the artery was ligated. On 
the twelfth day amputation of the leg was done 
because of the development of dry gangrene of the 
foot with a definite line of demarcation below the 
knee. 

Operation is contra-indicated in shock unless it is 
necessary to save life or the condition is becoming 
rapidly worse. In the treatment of shock the psychic 
element must not be forgotten. Heat is essential. 
The feet should be raised to prevent cerebral anex- 
mia, and if the blood pressure falls below 80, saline 
or glucose solution should be given intravenously or 
subcutaneously. Transfusion of blood is indicated 
by persistent hemorrhage. Hot rectal enemas of 
coffee or whiskey are of great benefit. Strychnine 
is contra-indicated. Marcus H. Hosart, M.D. 


Cornioley: Surgery of the Arteries: Transplanta- 
tion of Arteries by the Nageotte Method (La 
chirurgie artérielle: tentative de greffes artérielles 
par la méthode de Nageotte). Schweiz. Rundschau 
f. Med., 1922, xxii, 238. 

War surgery made little progress in the surgery of 

_ the arteries. As ligation of the main arteries 

(humeral and femoral) leads to gangrene in 40.2 

per cent of the cases, the continuity of the vascular 

lumen must be maintained as much as possible. In 
experiments in which a calf artery 3 cm. long was 
implanted into the carotid artery of a dog according 
to the method of Carrel with interrupted sutures 
the tube healed but soon became impermeable 
although an attempt was made to prevent coagula- 
tion by previous irrigation with citrate solution. In 
vascular suturing the interrupted suture is better 
than the continuous suture. Strauss (Z). 


SURGICAL DIAGNOSIS, PATHOLOGY, 
AND THERAPEUTICS 


Chiari, O. M.: Extirpation of the Adrenals in 
Epilepsy (Zur Frage der Nebennicrenexstirpation 
bei Epilepsie). Deutsche Zischr. f. Chir., 10922, 
clxxii, 244. 

The von Haberer and the Schmiden clinics have 
abandoned this operation. Following a technically 
difficult extirpation of the adrenal gland done by 
von Haberer in the case of an epileptic 29 years old 
a subphrenic abscess and empyema developed. Dur- 
ing the stormy convalescence the epileptic attacks 
became less frequent, but later reappeared again 
in their original severity. RAESCHKE (Z). 


Kremer, H.: Singultus (Ueber den Singultus). 
Ergebn. d. Chir. u. Orthop., 1922, Xv, 362. 


Hiccough is due to a clonic spasm of the diaphragm 
resulting from stimulation of the respiratory center. 
It may be caused: (1) through the central nervous 
system; (2) chemically, through the blood stream; 
and (3) reflexly through stimulation of sensory fibers 
of the phrenic and sympathetic nerves. 

The author discusses singultus as a symptom of 
disease, citing a few illustrative cases from the 
literature. 

The various types of singultus include the fetal 
singultus, the unilateral clonic spasm of the dia- 
phragm, and the postoperative singultus appearing 
particularly after operations on the stomach and 
the urinary tract. 

The treatment indicated when other remedies fail 
is phrenicotomy or blocking of the phrenic nerve by 
the injection of novocaine or freezing. 

In a case reported numerous drugs were found 
of no avail, and even after a unilateral phrenicot- 
omy the singultus returned. After division of the 
phrenic nerve on the other side a cure was effected 
through complete paralysis of the diaphragm. The 
patient then complained only of slight dyspnoea in 
the dorsal position. PascHEN (Z). 


ROENTGENOLOGY AND RADIUM THERAPY 


Duane, W.: The Scientific Basis of Short Wave- 
length Therapy. Am. J. Roentgenol., 1922, ns. 
ix, 781. 


Recent advances in roentgen therapy have em- 
phasized the importance of employing very penetrat- 
ing radiation, and of accurately estimating the 
dosage. The primary object of roentgen therapy in 
the treatment of malignant disease is the destruction 
of the tumor tissue. If the tumor lies some distance 
below the surface of the skin, the radiation projected 
into the tumor must first pass through the skin 
itself and the intervening tissues. The amount of 
radiation that can be projected into and absorbed 
by the tumor depends upon the tolerance of the skin 
and intervening tissues. 

Three factors determine the fraction of the radia- 
tion reaching the skin which penetrates to the tumor 
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below, viz.: (1) the inverse square law, (2) the 
absorption of radiation by the tissues, and (3) the 
efiect of secondary radiation. 

The first factor is a question of solid geometry 
only. Its magnitude does not depend upon the kind 
of roentgen rays used. The other two factors differ 
in magnitude for different kinds of roentgen rays. 
In general, tissues absorb less radiation if the wave 
length is short than if it is long. Secondary radia- 
tion also depends upon the wave length. If the wave 
length is short, a larger amount of secondary radia- 
tion will reach the tumor than if the wave length is 
long. It is therefore a problem of great importance 
in deep roentgen therapy to produce roentgen rays of 
short wave length. 

The practical solution of measuring roentgen-ray 
wave lengths, the determination of just what wave 
lengths a roentgen tube produces when operated at 
a certain voltage, the effect of interposing absorbing 
materials or filters in the path of the rays, the varia- 
tion depending upon the mode of exciting the tube, 
the differences produced by using tubes with anodes 
of various metals, are problems with which the 
author has concerned himself for a number of years. 
Much of the research work along these lines is 
described briefly. 

Since many factors enter into the production of 
the beam of roentgen rays, the roentgenologist 
should use some method of measuring the radiation 
in estimating the dosage instead of trusting to meas- 
urements of voltage, current, filtration, and focal 
distance. The use of an ionization chamber for this 
purpose has proved satisfactory. The author de- 
scribes this chamber and the method of using it. 
The present methods of measuring roentgen-ray 
intensities and wave lengths are much more 
accurate than those employed in the determination 
of the biological effects produced by the rays. 
Because of the increase in the accuracy of estimating 
dosage, the roentgenologist now possesses a method 


of treating certain types of disease that is not ex- 
celled in precision in any other branch of medicine 
or surgery. Hartune, M.D. 


Levin, I.: The Intraperitoneal Insertion of Buried 
Capillary Glass Tubes of Radium Emanation: 
Results in Two Cases of Tumor of the Gastro- 
Intestinal Tract. J. Am. M. Ass., 1922, lxxix, 
2074. 

The burying within tumors of capillary glass tubes 
containing radium emanation is a comparatively 
new departure in radium therapy. In the course of 
the last two and a half years the author has used 
this method extensively in cases of intraperitoneal 
tumors of the gastro-intestinal tract, the uterus, and 
the ovaries, and in the treatment of retroperitoneal 
tumors. An exploratory laparotomy is performed. 
When it is found that the tumor cannot be com- 
pletely removed by operation the emanation tubes 
are inserted into it and the necessary palliative sur- 
gical procedures are then carried out. The laparot- 
omy incision is sutured immediately. 

Two cases are reported in detail. One was a case 
of obstructing tumor in the second portion of the 
duodenum, and the other a case of tumor of the 
transverse colon. In both cases the obstruction was 
removed in large part and the patient’s condition 
markedly improved. 

The method is still too new to warrant conclusions 
as to its final results in cancer, but its efficiency is 
evidenced by the results obtained in the two cases 
reported in this article and several others which will 
be reported later. Following its use the patient 
makes an uneventful recovery, and there is no rise 
in temperature and no peritoneal irritation or sub- 
sequent sloughing of tissues. The insertion of radium 
emanation does not add in the least to the hazard 
of the operation. The tumor diminishes in size con- 
siderably in the course of from six to eight weeks. 

Hartunc, M.D. 
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UTERUS 


Heineberg, A.: An Improved Method of Supporting 
the Bladder and Vagina After Vaginal Hyster- 
ectomy for Procidentia. Am. J. Obst. & Gynec., 
1922, iv, 634. 

In the operation described the uterus is removed 
in the usual manner and the broad ligaments are 
ligated in section close to the uterus. The uppermost 
ligature includes the uterine end of the tube and 
round ligament. 

If the tubes and ovaries are removed, the in- 
fundibulopelvic ligament is drawn over and its 
inner end included in the ligature applied to the 
uterine end of the round ligament. 

The upper stumps of the broad ligament thus 
formed are then brought across the median line of 
the pelvis so that the stump of the left ligament may 
be sutured to the cut edge of the right vaginal wall 
and the stump of the right ligament sutured to the 
left vaginal wall. The stumps are not brought into 
the vagina but are inserted into a pocket external 
to the upper end of each lateral wall of the vagina. 

The traction made upon the vaginal walls must 
be carefully gauged. It is adjusted by drawing down 
the ligament, determining its length and tension, and 
selecting the point at which it should be sutured to 
the vaginal wall. The suture employed, a pursestring 
suture, includes with the broad-ligament stump 
about one-fourth of the circumference of the open- 
ing of the vaginal wall on each side and supports 
and contracts the vaginal vault. The sutures on both 
sides are applied before either is tied. While traction 
is made upon both ends of each suture, the ligaments 
being drawn into the position they are to occupy, 
the end of the posterior vaginal wall is sutured to 
the posterior surface of the interposed liganicnts. 
After the resection, the upper edge of the anterior 
vaginal wall is sutured to the anterior surface of the 
ligaments. 

The advantages of crossing the broad ligaments 
and attaching each of them to the vaginal wall of 
the opposite side are that a shelf is formed for the 
bladder, the opening in the vagina is closed by means 
of oblique traction upon its walls, and dilation of 
the vaginal vault and consequent lessening of the 
support of the base of the bladder are prevented. 

L. Cornett, M.D. 


Corscaden, J. A.: Statistics and Technique in the 
Treatment of Fibromyoma of the Uterus by 
Radiotherapy. Am. J. Rocntgenol., 1922, ix, 812. 


The object of this study is to outline the pro- 
cedures employed in treating fibromyoma of the 
uterus and hemorrhage from other benign causes, 
to present a series of statistics giving the effects of 


the treatment on the symptoms and lesions, and to 
discuss late symptoms which might be ascribed to 
the methods used. The study was based on 250 
cases, of which 203 were treated between June, 1914, 
and July 1, 1922. 

Stress is laid on the importance of preparation 
preliminary to the treatment and the proper selec- 
tion of cases. Radium is used if the woman is over 
38 years of age and bleeding is the important symp- 
tom, in the cases of younger women with a definite 
myoma in which operation is contra-indicated, and 
in the cases of young women without myoma sufler- 
ing from uterine bleeding associated with tuber- 
culosis or other serious disease in which pregnancy 
would not be advisable. Dilatation and curettage, 
followed if necessary by roentgen-ray treatment, are 
employed in the cases of young women when it is 
desired to cause a temporary menopause or merely 
to lessen the flow. As even moderate doses of radium 
in the uterus cause sclerotic changes predisposing to 
dystocia, roentgen rays are preferable. If the patient 
is a good surgical risk, if she is under 38 years of age, 
if the mass is over 15 cm. in diameter, if the diagnosis 
is doubtful (especially if ovarian tumor is probable), 
if there is evidence of degeneration or inflammation 
in the growth, if there are submucous pedunculated 
myomata, and if the pain or urinary symptoms are 
the important factors, some type of excision is em- 
ployed in preference to radiotherapy. 

In the treatment of women 4o years of age or 
older, radium is usually used in doses of about 1,200 
to 1,500 mgm.-hrs. but the dosage is increased if the 
bleeding is thought to be due to ulceration or if the 
tumor increases the distance from the radium to the 
ovary. A larger dosage is used also for young women 
when a permanent menopause is desired. The ra- 
dium acts on the endometrium, the uterine muscles, 
and the ovary. It is therefore distributed in small 
units in order to minimize the slough in the endome- 
trium, and is placed well in the fundus to avoid the 
cervix if possible. The Dominici tubes are placed 
in rubber tubes 1 mm. thick. 

Supplementary roentgen-ray treatment is given a 
large tumor when it is believed that a permanent 
menopause will not result from the intra-uterine 
application of the radium. It is used also whenever 
there is a recurrence of bleeding, especially if the 
recurrence is persistent. 

A general summary of the effects of irradiation 
shows that the bleeding either ceased or became 
normal in 40 per cent of the cases after one radium 
application and roentgen-ray series, within a month 
after operation in 21 per cent, within two months in 
13 per cent, and within six months (usually three) 
in 10 per cent. In 14.5 per cent a recurrence det 
veloped which required supplementary treatmen- 
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or stopped spontaneously. In about 1.5 per cent 
(three cases) the treatment failed. The results were 
more or less the same among the different types of 
cases except that they were uniformly slow in tumors 
of large size. Dysmenorrhcea ceased in all cases, 
showing that the pain depended on menstruation. 
On the other hand, pain in various parts of the body 
and unassociated with menstruation was not satis- 
factorily relieved; neither were urinary symptoms. 
The effect on the size of the mass varied greatly. 

The immediate effect of the treatment on the 
patient was slight in the majority of cases. The 
roentgen ray usually caused nausea and slight ma- 
laise and, rarely, diarrhoea or vomiting. Following the 
intra-uterine application of radium the symptoms 
were the same. The late effects were practically the 
same as those which occur during the normal meno- 
pause. These effects are discussed at some length. 

The author attempted to estimate the desirabil- 
ity of the method by balancing the harm done with 
the benefits obtained in each case. Such a survey 
showed that the method was unqualifiedly successful 
in ot per cent of the cases. In 3 per cent, more harm 
than good resulted, and in 6 per cent, errors in 
judgment or technique qualified the result. 

The following conclusions are drawn: 

1. Radiotherapy of a myomatous or grossly nor- 
mal uterus will stop all bleeding not due to ulcera- 
tion, cause a myoma to shrink more or less rapidly, 
and arrest dysmenorrhcea. 

2. Radiotherapy will only partially relieve uri- 
nary distress and pain not associated with menstrua- 
tion. 

3. As a result of the artificial menopause from 
radiotherapy, hot flushes are the rule and in some 
cases there is an increased nervous irritability. 

4. In the majority of patients nervousness is 
diminished, probably because of the improvement in 
the general condition. 

5. The condition of women suffering from nervous 
disorders may be made worse. 

6. Changes in secondary sexual characteristics 
and in sexual desire and satisfaction are negligible. 

7. Blood-pressure studies are unreliable. There 
seems to be an elevation in blood pressure in 16 per 
cent of the cases treated. 

8. Normal pregnancy is possible after a tempo- 
rary menopause. ApoteH Hartunc, M.D. 


Beclere, M.: What Is the Best Method for the 
Treatment of Uterine Fibromyomata by Means 
of the Roentgen Rays? Am. J. Roentgenol., 1922, 
n.S., ix, 797. 

Thousands of observations made in all countries 
have demonstrated the efficacy and harmlessness of 
roentgen therapy in the treatment of uterine 
fibromyomata. Two questions pertaining thereto 
require further discussion, namely: (1) the contra- 
indications to the use of the roentgen rays, and (2) 
the best method of employing them. 

Today, roentgenotherapy is contra-indicated only 
when surgical intervention is absolutely necessary. 


The method used depends upon the choice of the 
portals of entry and the desirability of giving the 
treatment in one or several sittings. Theoretically, 
the first point depends upon whether the operator 
believes the desired effect is obtained by castration 
of the ovaries, as maintained by most German 
radiotherapists, or that direct action is exerted upon 
the myomata in addition to the ovaries. The latter 
view is held by the majority of French radiothera- 
pists and by the author, this assumption being based 
on the progressive decrease which occurs in the size 
of the tumor before the amenorrhcea sets in. Practi- 
cally, the methods employed by the Germans and 
the French give the same results because the portals 
of entry chosen invariably encompass the myoma- 
tous uterus as well as the ovaries. 

With regard to the value of the single intensive 
irradiation advocated largely by the Germans, as 
compared with repeated smaller irradiations, the 
author states that a massive dose given at a single 
session of short duration will give a result more 
speedily but does not take into account the variable 
radiosensibility of different persons, is not always 
effective or sufficient, and may cause a reaction in 
the form of irradiation sickness which incapacitates 
the patient for some time. 

The giving of divided doses, as advocated by the 
French and by the author, has the great advantage 
that it does not cause any marked functional 
trouble and therefore does not oblige the patient 
to alter her mode of living or give up her work. Its 
chief value consists in the direct action of the weekly 
irradiations upon the myomata which causes pro- 
gressive destruction of the neoplastic tissues. By 
this method the total destruction of the ovarian 
follicles is more definitely assured and the dosage is 
suited to the patient’s radiosensibility. 

Hartunc, M.D. 


Davis, L.: Observations on Cancer of the Uterus. 
Rhode Island M. J., 1922, Vv, 333- 


Three hundred and forty-eight operations for 
cancer were performed in the Massachusetts General 
Hospital in 1919 and 432 in 1920. Radical surgical 
removal of deep-seated cancer yields a definite 
percentage of truly permanent cures. Recent figures 
reported before the meeting of the American Surgical 
Association last May showed 60 per cent of five-year 
cures in breast cancer without glandular involve- 
ment. In cancer of the lip the results are even 
better. 

Although cancer of the uterus gives distinctive 
signs, it israrely detected early. The United States 
mortality records for 1914 list 12,000 deaths due to 
cancer of the female generative organs. Ninety per 
cent of these were due to cancer of the uterus. As 
the annual increase of the death rate from cancer is 
about 2!% per cent, it is probable that today 1,000 
women die from cancer of the uterus every month. 

The precancerous cervix is not easy to describe 
but there are certain conditions which are generally 
supposed to predispose to cervical cancer. Among 
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the latter are deep indurated lacerations with 
eversion and ectropion which bleeds when touched. 
A granular area with definite margin which is dis- 
tinctly elevated above the surrounding tissue, hard 
to the touch, confined to one lip, and bleeds easily 
suggests squamous-cell carcinoma. The inverting 
type of adenocarcinoma, however, may honeycomb 
the cervix with little or no external manifestation. 

Adenocarcinoma of the body of the uterus remains 
localized for a comparatively long time. The results 
of total hysterectomy are therefore excellent, a 
five-year cure being obtained in about 75 per cent 
of the cases. 

Squamous-cell epithelioma of the cervix is far 
more malignant than adenocarcinoma and six to eight 
times as frequent. Because of its malignancy there 
is a growing tendency to regard radium therapy as 
better than surgery. The author does not share 
this view. He still advises curettage and cauteriza- 
tion of the cervix followed in ten days by complete 
hysterectomy with removal of a good-sized cuff of 
the vaginal wall. By this treatment he has obtained 
a cure in 40 per cent of his cases. 

Paut W. Sweet, M.D. 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Eflimescu: Pyosalpinx Opening into the Urinary 
Bladder; Operation; Cure (Pyosalpinx in der 
Urinblase eroefinet; Operation; Genesung). Spitalul, 
1921, xli, 294. 


In the case of a girl, aged 18 years, whose con- 
dition was diagnosed as pyonephrosis, the author 
found bilateral adnexitis. On the right side was a 
swelling the size of an orange which the cystoscope 
showed to be a bullous oedema in the trigone of the 
bladder. The right ureter could not be found. 
Pressure on the swelling caused immediate turbidity 
of the urine. The author performed an abdominal 
pan-hysterectomy. A fistula the size of a lentil was 
found between the right tube and the bladder. The 
patient was cured. SToranorF (Z). 


Hirst, J. C., and Mazer, C.: The Rubin Test and 
Its Therapeutic Application. Am. J. Obst. & 
Gynec., 1922, iv, 628. 

Of seventy women seeking treatment for sterility, 
sixty-four had never been pregnant, the period of 
sterility ranging from three to twelve years. Occlu- 
sion of the tubes was found in twenty-eight of the 
sixty-four cases of absolute sterility and in two of the 
six cases of relative sterility. Sixty of the seventy 
women had had surgical treatment for the condition. 
Some of them had been curetted three times, a few 
had had plastic operations on the cervix, and several 
had been subjected to an abdominal operation, 
apparently for retroversion. None had escaped the 
annoyance and expense of frequent office treat- 
ments supplemented for long periods by vaginal 
douches. 

The incidence of occlusion of the tubes was higher 
in the women who had been subjected to an opera- 
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tion for the relief of the sterility than in those who 
had not been operated on. 

It is contended by some gynecologists that 70 
per cent of the cases of primary sterility in the 
female yield to dilatation and curettage supple- 
mented by various non-operative measures. This 
percentage the authors believe is far too high. 
In 42.5 per cent of the cases of primary sterility 
there is occlusion of the fallopian tubes, a condition 
which precludes the possibility of pregnancy with- 
out recourse to an operation. The treatment of 
sterility in the female should never be undertaken 
without definitely excluding the presence of occlu- 
sion of the fallopian tubes. The fear of air embolism 
is unfounded. In no instance were there symptoms 
pointing to this condition. 

Following a plastic operation on the tubes for the 
relief of sterility, intra-uterine gas inflation will 
reveal the results of the treatment and will aid in 
keeping the tubes patent. 

One negative result is not enough to establish non- 
patency. 

Occasionally a ‘polyp in the horn of the uterus 
may occlude the tubal ostium as a ball valve, and 
greater pressure will succeed in forcing the gas 
through. In such event a careful exploration of the 
uterine horns by means of the curette and placental 
forceps is indicated. 

Very few cases of primary sterility give a history 
of acute pelvic infection. In some instances occlu- 
sion of the tubes may be due to catarrhal salpingitis. 
The latter condition, which generally goes unrecog- 
nized to resolution, is characterized in its primary 
stage by hyperemia and thickening of the mucous 
membrane, increased secretion from the mucosa, and 
some destruction of the cilia. When it subsides, the 
acute condition may leave sufficient inspissated mu- 
cus in the tubal lumen to cause occlusion. In such 
cases the tubes may be opened by gas-inflation of the 
uterus which will dislodge the mucus. 

E. L. Cornett, M.D. 


Schiller, H.: Does the Ovum or Corpus Luteum 
Control the Ovarian and Uterine Cycle? Am. 
J. Obst. & Gynec., 1922, iv, 651. | 

Ovarian and uterine cycles are governed by the 
ovum and follicle. The ovum is the beginning and 
the end of all sexual function; it determines in early 
embryonic life the formation of the female organs 
and the female sex characteristics, and later governs 
all general and biological changes during the period 
of active sex function. 

The true pregravid decidua is the result of hor- 
monal action of the corpus luteum. 

Menstruation occurs because the ovum is not im- 
pregnated. 

Corpus luteum extract causes hypertrophy and 
hyperemia of the uterus and tubes, but only in the 
presence of the ovaries. Theoretically its greatest 
therapeutic result should be expected in menor- 
rhagia, metrorrhagia, and hypoplasia. 

FE. L. Cornett, M.D. 
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Meigs, J. V.: Fibroma and Sarcoma of the Ovary. 
A Report of Two Unusual Ovarian Tumors. 
Boston M. & S. J., 1922, clxxxvii, 952. 

The ovarian tumors reported were removed at 
the Free Hospital for Women in Brookline, Mass. 
The author states that no case of either of these 
types of mixed tumor of the ovary has been reported 
in the literature. The case histories are given in 
considerable detail. 

The final diagnosis in the first case was endome- 
trial polyp; atrophying endometrium; normal tubes; 
multiple leiomyomata of the uterus; small fibro- 
mata of the right ovary; fibrosarcoma of the left 
ovary. 

In the second case the final diagnosis was atro- 
phied endometrium; normal appendix; hydrosalpinx; 
bilateral malignant papillary cystadenoma with 
epithelium of the serous type; bilateral metastatic 
adenocarcinoma; fibroma of the ovary. 

C. H. Davis, M.D. 


EXTERNAL GENITALIA 


Rosenstein: The Formation of a Vagina in Con- 
genital Vaginal Malformation (Zur Scheiden- 
bildung bei angeborenem Vaginaldefekt). Monats- 
schr. f. Geburtsh. u. Gynack., 1922, lviii, 176. 


The two procedures used today for the formation 
of a vagina are the small-intestine plastic of Baldwin- 
Mori and the rectal plastic of Schubert. The latter 
is less dangerous than the former. 

In forty-seven cases operated upon up to the 
present time by the Schubert technique there were 
no deaths, while in forty-nine cases in which the 
Baldwin-Mori technique was employed there were 
ten deaths. The Schubert operation is also much 
simpler than the Baldwin-Mori technique, being an 
extraperitoneal procedure performed in one stage 
while the Baldwin-Mori technique requires a vaginal 
operation and a laparotomy with resection of the 
small intestine. 

The author reports a case he operated upon by 
the Schubert method. The patient was discharged 
with a good result at the end of thirty-four days. 

WoHuLGEMUTH (Z). 


Rosenthal: The Formation of an Artificial Vagina 
(Ein Beitrag zur kuenstlichen Scheidenbildung ). 
Zeutralbl. f. Gynackol., 1922, xlvi, 1102. 


A 21-year-old girl with complete absence of 
vagina and uterus was operated upon according 
to the Mori-Baldwin-Haeberlin method. A loop 
of small intestine 15 cm. in length was cut out 70 
cm. above the cecum and the four openings were 
closed. Side-to-side anastomosis was then done. 
The mesentery of the loop which was cut off was 
left intact and implanted into the vulva without 
tension at a point 3 cm. above the lower end. One 
and one-half years later the vagina was penetrable 
for two fingers. Its end could not be reached. 
Secretion was very slight, and there was no inter- 
trigo. (Z). 


Bullock, H. A.: Utero-Vesico-Vaginal Fistula. 
Med. J. Australia, 1922. ii, 709. 

The case reported was that of a woman 41 years 
of age who had been married for fifteen years and 
had had eight children, the youngest of which was 
3 years old at the time the patient was seen by 
Bullock. All the births were spontaneous except 
the last. The last labor began suddenly with a con- 
siderable loss of blood. The patient remembered 
nothing regarding it except that she had been 
taken in a semi-conscious condition to a hospital 
where an anesthetic was administered and was later 
told that the child was delivered by forceps. She 
was very ill for three weeks and confined to the 
hospital for three months. 

After this birth on July 6, 1920, she did not 
pass urine naturally until operated upon by the 
author September 27, 1921. On examination, the 
os uteri was found to be cut off completely from the 
vagina. There was not the minutest passage by 
which a fine probe could be passed into the uterus 
from the vagina. 

Cystoscopic examination revealed a rent on the 
posterior wall of the bladder which obliterated the 
right ureteral orifice. It was then decided to ex- 
plore the abdomen through an incision in the 
middle line above the pubes. The fundus of the 
uterus was found tilted forward and bound firmly 
to the bladder by a hard, inflammatory mass which 
invaded the right side of the broad ligament. The 
left fallopian tube and ovary were freed from the 
uterus and the left ureter was exposed to make 
certain that it would not be injured. The right ovary 
and fallopian tube were removed. No trace of the 
right ureter could be found for 7.5 cm. from the 
bladder, as this portion was inextricably bound up 
in the inflammatory mass extending from the blad- 
der into the broad ligament. 

The uterus and the upper third of the vagina were 
removed with the inflammatory mass in the broad 
ligament. During this step of the operation the 
urinary bladder was necessarily opened. The 
right ureteral orifice then appeared as a small saccule 
about 6 mm. in depth. The right kidney was 
atrophied. The ragged edges of the bladder were 
freshened and sutured together with catgut sutures 
in two layers. The vagina, which had been separated 
from the bladder, was then closed around a small 
drainage tube, and the peritoneum sutured. 

A second rubber drainage was placed at the point 
where the bladder rent was sewed up adjacent to the 
upper end of the tube placed in the vagina, brought 
through a small opening left in the peritoneum of 
the broad ligament, closed over with peritoneum in 
the manner in which the stomach wall is folded in 
Witzel’s gastrostomy, and brought out through the 
midline incision in the abdomen. 

Both drainage tubes were removed by the third 
day, and the patient was out of bed on the twenty- 
third day after the operation. 

A cystoscopic examination made August 14, 1922, 
revealed phosphatic incrustations along the line of 
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the scar in the bladder and slight cystitis. The 
incrustations were freed by rubbing the cystoscope 
along the line of the scar and drawn off later by 
Bigelow’s evacuator. 

The patient today enjoys remarkably good health 
and her only inconvenience is slight chronic inflam- 
mation of the bladder which is gradually improving. 
C. H. Davis, M.D. 


MISCELLANEOUS 


Chase, H. C.: Levator Hernia (Pudendal Hernia); 
Report of a Case Operated upon by the Com- 
bined Route; Review of the Twelve Previously 
Reported Cases. Surg., Gynec. & Obst., 1922, xxxv, 
717- 

In the author’s opinion, Blake’s term “levator 
hernia” is more appropriate for the condition under 
discussion than the term “pudendal hernia.” Von 
Winckel suggested the term “subpubic hernia.” 
Pudendai hernie are separated from perineal her- 
nize by the transverse perineal muscles. 

Levator herniz may be congenital or acquired. 
These two forms may be subdivided into: (1) direct 
herniz, or those anterior to the broad ligament; 
(2) indirect herniz, or those posterior to the broad 
ligament; and (3) combined anterior and posterior 
hernia. In the last type the sac pushes forward 
under the broad ligament and breaks through the 
levator muscle. The point of entrance of the poste- 
rior or indirect hernia is at the internal weak point 
of the pelvic diaphragm where there is no covering 
by the levator muscles and the rectovesical fascia is 
separated from the ischiorectal fascia by only the 
areolar tissue. The posterior hernia is more com- 
mon. In front of the broad ligament the levator 
muscles overlap and there is no weak point. Hence 
only the traumatic herniz are anterior. 

The internal boundaries of the posterior hernia 
are the broad ligament, the rectum and the sacro- 
uterine ligament, and an imaginary line between 
two sides of the triangle. The anterior hernia is 
bounded by the uterus and bladder, the round 
ligament, the vagina, and the transverse perineal 
muscles. The base is formed by the linee termine 
of the pelvis. 

In the posterior hernia the sac is long and defin- 
itely defined and contains the gut and the bladder 
or the gut, the ovary, and the tube. The combined 
type of hernia contains both bowel and_ bladder. 
In the anterior hernia the sac is less defined and 
only partial because the bladder, which always 
constitutes its contents, is only partially covered 
with peritoneum. 

The posterior hernia passes downward and for- 
ward, perforating first the rectovesical fascia and 
then the ischiorectal fascia to its exit. The combined 
hernia burrows forward and downward under the 
broad ligament, perforating only the rectovesical 
fascia, and becomes anterior to the broad ligament 
before perforating the levator muscle. The anterior 
hernia passes directly downward to the ring and 
point of exit. 
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The external ring is bounded externally by the 
ascending ramus of the ischium and part of the 
descending pubic ramus, mesially by the vagina, 
and posteriorly by the transverse perineal muscles. 
The constrictor cunni muscle is internal and the 
ischiocavernosus external. This weak triangle of 
exit is covered only by two layers of the thin 
triangular ligament. 

The posterior hernia is covered by skin, mucosa, 
and peritoneum, and penetrates the two layers of 
the triangular ligament, the ischiorectal fascia, the 
levator muscle, and the rectovesical fascia. The 
anterior hernia penetrates the same structures but 
the peritoneum only partly forms the sac. 

The weak spot in the pelvic diaphragm is at the 
site of the rectosigmoid junction. The long pelvic 
loop of the sigmoid slides downward and becomes 
part of the contents of the hernial sac. The kink 
and the partial obstruction at the rectosigmoid 
junction account for the intermittent rectal symp- 
toms. 

Pregnancy and parturition are the most important 
etiological factors. The majority of the hernix 
begin or are first noted during labor or soon after- 
ward. The trauma of a difficult or an instrumental 
delivery may favor the condition. Not a single veri- 
fied case in the male has been reported. The 
youngest patient mentioned in the literature was 
27 years of age, and the oldest 51. 

A levator (pudendal) hernia always appears in 
the posterior part of the labium majus. The 
mesial half of the protrusion is covered with mucous 
membrane and the other half with integument. 
The ordinary signs of hernia, such as impulse on 
coughing and reducibility, are noted. These factors 
differentiate levator hernia from inguinal and fem- 
oral hernia. Bartholinian abscess, rectocele, and 
cystocele are readily differentiated. 

The treatment consists in high ligation and ex- 
cision of the sac, and closure of the ring. In cases of 
posterior hernia this may be done when there is a 
definite sac. In cases of anterior hernia, with greater 
destruction of the levator muscle and fascia, espe- 
cially when areas have been torn away by a forceps 
operation and ligation and removal of the sac are 
impossible, closure of the ring may be accomplished 
by transplanting a pedicled flap of iliac fascia be- 
tween the transplanted pedicled round ligaments to 
close the defect above and a pedicled flap of fascia 
lata to plug the subpubic triangle below. 

The author gives the histories of twelve cases of 
pudendal hernia collected from the literature and 
one of his own. Only one case was cured. In Chase’s 
case the hernia was of the combined type. The 
patient was an obese, well-developed woman who 
had had six children and three miscarriages The 
chief complaints were a bearing-down pain in the 
lower right abdominal quadrant, the right labium, 
and the vagina; a sense of pressure and a bearing- 
down feeling in the rectum and bladder on coughing 
or straining; and a sensation suggesting that the con- 
tents of the pelvis were dropping out. The condition 
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developed suddenly about the fourth month of 
pregnancy and grew worse after the forceps delivery 
of a full-term, normal child. 

When seen by the author the hernia was the 
size of a fist, and the patient was three months preg- 
nant. Operation was done in several stages. The 
first stage, consisting of dilatation and curettage, 
bilateral salpingectomy, withdrawal of the gut and 
bladder from the sac, closure of the hernial ring, and 
sigmoidopexy, was followed by plastic repair through 
a vaginal incision, with high ligation and excision 
of the sac, closure of the slit in the levator muscle 
and ischiorectal fascia, and perineorrhaphy. The 
patient made a satisfactory recovery and has re- 
mained perfectly well during the past year. 

The author draws the following conclusions: 

1. Pudendal hernia, although extremely rare, 
should be easily recognized. 

2. Cases should be divided into anterior, posterior 
or combined types as a basis for operation. Every 
case should be subjected to operation. 

Watter C. Burkert, M.D. 


Mattmueller, G.: A Contribution to the Statistics 
of Carcinoma of the Genital Organs (Beitrag 
zur Statistik der Genitalcarcinome). Zischr. f. 
Geburtsh. u. Gynaek., 1922, Ixxxv, 106. 


The author reports on 620 cases treated at the 
Basle Woman’s Hospital from 1899 to 1918. In 
most of the cases the condition occurred during the 
forty-sixth to the fifty-fifth years of life. Carcinoma 
of the vaginal portion of the cervix, the cervix, the 
tubes, and the ovaries occurred between the forty- 
sixth and fiftieth years, that of the body of the 
uterus between the fifty-first and fifty-fifth years, 
that of the vagina between the fifty-sixth and the 
sixtieth years, and that of the vulva between the 
sixty-first and seventieth years. 

Carcinoma of the ovary occurs most often in 
young women. The percentage relationship was as 
follows: in the vagina, 2.8; the vulva, 3.2; the 
ovary and tube, 7.8; the body of the uterus, 15.0; 
the cervix, 32.7; and the vaginal portion of the cer- 
vix, 38.5. The large number of vaginal carcinomata 
was striking, as the primary carcinoma is believed 
to be very rare. Also striking was the large number 
of cases of carcinoma of the body of the uterus. 
Almost one-third of the carcinomata of the uterus 
were in the body of the uterus. 

Women who have given birth to children or have 
aborted several times are more apt to have car- 
cinoma of the cervix, whereas those who have never 
given birth to children are affected more frequently 
by carcinoma of the corpus. Previous gynecological 
diseases seem to have no influence upon the develop- 
ment of carcinoma. The relative rarity of endome- 
tritis in the histories of patients with carcinoma of 
the uterus is also striking. 

An interesting feature was the period of time 
elapsing between the first sign of the disease and 
the time medical aid was sought. The author 
gives the average as 7.8 months but this figure is 


not very accurate as he included also carcinomata of 
the ovary which cause late symptoms. From 1899 
to 1914, the operability of the carcinomata gradually 
increased, from 1914 to 1918 (during the World 
War) it decreased, and from 1918 to date it has 
increased. 

With regard to the duration of the disease up to 
the time of death, calculations could be made only 
in 235 cases (38 per cent). Many patients, chiefly 
those seen during recent years, are still alive. Of 
the 235 women, 197 were operated on and eighty- 
eight were inoperable. In the cases in which opera- 
tion was done, the average period of life was 19.4 
months and the primary mortality 16 per cent. In 
the inoperable cases the duration of life averaged 
11.5 months. If carcinoma of the cervix is con- 
sidered separately, it is evident that of the 147 
women subjected to operation those on whom a 
cervical operation was done lived a shorter time 
than those with carcinoma of the cervix who were 
not operated on. Women operated on but not given 
radiation treatment lived about thirty-six months, 
while those operated on and subsequently given 
radiation treatment lived only nineteen months. 
Women whose condition was inoperable and who 
were not given radiation treatment lived ten months, 
while those with equally advanced carcinoma who 
were irradiated lived fourteen months. With regard 
to each subject the author cites the statistics of 
other clinics for comparison. Von TapperNer (Z). 


Clark, J. G., and Keene, F. E.: The Treatment of 
Cancer of the Pelvic Organs with Moderate 
Irradiation. Am. J. Roentgenol., 1922, n.s. ix, 
808. 


The cases reviewed were as follows: cancer of the 
cervix, 291; cancer of the fundus, forty-one; chorio- 
epithelioma of the vagina and uterus, four; cancer of 
the cervical stump, eleven; recurrent cancer of the 
vagina after hysterectomy, twenty-two; primary 
cancer of the vagina, twenty-nine; cancer of the 
urethra, eight; and cancer of the bladder, six. The 
results were poorest in the cases of cancer of the 
cervix. With possibly three or four exceptions the 
cases of cancer of the fundus were all inoperable, as 
judged clinically, but as compared with cases of 
cancer of the cervix they showed the same favorable 
difference in the results of treatment as is noted in 
the surgical treatment of lesions of these parts of 
the uterus. 

Of the patients treated over four years ago for 
inoperable carcinoma of the pelvic organs 163 are 
dead, forty-five (20.9 per cent) are living, and seven 
have not been traced. Of those treated over five years 
ago 125 are dead, four cannot be traced, and thirty- 
one (19 per cent) are living and free from manifest 
evidences of the disease. The estimated percentage 
of patients treated for cancer of the cervix who are 
alive nearly or beyond five years after the operation 
is between 16 and 18. Of the 412 patients treated, 
the vast majority were in advanced stages of the 
disease, quite beyond the possibilities of surgical 
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intervention. A large number have had their symp- 
toms mitigated or completely arrested for a time; 
the frightful haemorrhages have been arrested for 
invariable periods, and frequently entirely stopped. 
In a smaller percentage, pain present at the time of 
treatment has been relieved. The number ‘of cases 
which have been cured, as reckoned on a five-year 
basis, was larger than expected. 

On the basis of their study of these cases the 
authors have reached the following conclusions: 

1. Radium in 1too-mgm. amounts will yield most 
gratifying results if properly applied. 

2. To pursue a set course without variation in the 
frequency of treatments, regardless of the progress 
of the healing, is hazardous. 

3. To attain the best results, the first application 
should be made under nitrous-oxide anesthesia as 
this permits a more careful examination and the 
radium can be brought more advantageously into 
contact with the malignant areas by means of ra- 
dium tubes or radium needles. Gauze packing has 
proved of much greater value for protection than 
metal shields. 
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4. The process of cure passes through three 
stages: local destruction, connective-tissue forma- 
tion, and hyalinization. 

5. A hysterectomy after successful irradiation of 
an otherwise inoperable case is hazardous. 

6. The results of irradiation in cancer of the cer- 
= may remove this class of cases from the surgical 
field. 

7. Cases of cancer of the fundus, unless too far 
advanced, or unless operation is definitely contra- 
indicated, should be subjected to hysterectomy fol- 
lowed from fourteen to twenty-one days later by 
light irradiation of the vaginal fornix. 

8. Irradiation is dangerous immediately before or 
after an operation, and in fresh operative fields. 

g. Frequent repetitions of irradiation are prob- 
ably unnecessary and possibly hazardous as the 
chief blow is struck at the first application. 

10. The development of irradiation fistula may 
be reduced to a minimum or almost completely pre- 
vented by pushing the healthy tissues away from 
the zone of intensive radiation by means of a well- 
placed vaginal pack. ApoteH Hartunc, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Lepeyre: Pregnancy After Operation for Cancer of 
the Breast (Cancer du sein opéré et grossesse). 
Bull. et mém. Soc. de chir. de Par., 1922, xlviii, 1249. 


Trout recently reported fifteen cases of preg- 
nancy following ablation of one breast for cancer. 
In thirteen, cancer developed in the other breast 
after from two to ten years. 

The author has observed two cases of pregnancy 
following operations for breast cancer. In both of 
these cancer developed in the remaining breast. 
The first case was that of a woman aged 40 years. 
Pregnancy ensued less than two years later and the 
cancer from which the patient died developed 
within the following six months, viz., in the sixth 
month of pregnancy. 

The second case was that of a woman 43 years 
old. One and one-half years after a thorough radical 
operation the patient became pregnant and within 
six months cancer developed in the remaining breast 
and resulted in death. 

These two cases fully bear out the findings of 
Trout, the only difference being in the earlier in- 
cidence of pregnancy and the consequently earlier 
recurrence of the cancer. 

The author concludes that women who have been 
operated upon for cancer of the breast should be 


sterilized, preferably by radiation of the ovaries. 
W. A. BRENNAN. 


LABOR AND ITS COMPLICATIONS 


Watson, B. P.: Further Experience with Pituitary 
Extract in the Induction of Labor. Am. J. 
Obst. & Gynec., 1922, iv, 603. 

In the 195 cases in which pituitary extract was 
used to induce labor the result was successful in 90 
per cent. The maternal mortality was nil. There 
were no cases of laceration of the cervix and no 
greater incidence of pelvic floor lacerations than in 
ordinary labor. There were two cases of retained 
placenta and two cases of rather severe haemorrhage 
accompanied by shock following the expulsion of the 
placenta. The latter were cases of primipare over 
39 years of age. The number and nature of these 
complications was no greater than in a like number 
of deliveries in which no pituitary extract was used. 

There were twelve fetal deaths, a fetal death rate 
of slightly over 6 per cent. Three of these children 
were monsters. Two died in utero, apparently from 
placental infection due to pregnancy toxemia. 
Three died of cerebral haemorrhage and two of 
atelectasis, within three days of birth. In two cases 
autopsy was not permitted. Taking into considera- 
tion the nature of the cases in which induction was 
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carried out, the results, so far as the fetal death rate 
is concerned, compare favorably with those obtained 
by other procedures. 

A great deal has been said and written regarding 
unfavorable effects on the mother from the adminis- 
tration of pituitary extract in the course of labor. 
In practically all such cases, however, the drug was 
incorrectly given. Pituitary extract should be used 
in the course of labor for one purpose only, viz., 
to stimulate uterine contraction when it is markedly 
inadequate. 

To give pituitary extract when there is a rigid 
cervix or in a case of delay due to a small pelvis, 
a large head, malposition of the head, or a rigid pelvic 
floor is to court disaster. Rupture of the uterus and 
fetal death are bound to occur if it is used under 
such conditions. This is no argument, however, 
against its use in properly selected cases. 

When pituitary extract is given to induce labor, 
the initial dose is 2 c.cm. If there is any idiosyn- 
crasy to the drug on the part of the patient it is 
revealed at once as in a case cited, in which severe 
vomiting resulted. The administration can be then 
stopped. If the first dose causes no ill effects, sub- 
sequent doses will be equally well borne as the drug 
does not have a cumulative effect. In the author’s 
experience the initial contractions induced have 
been of a severe tonic nature. The first contraction 
is usually longer than the succeeding ones, but the 
latter are of the nature of ordinary labor pains. In 
most cases they begin to die away in fifteen or twenty 
minutes and must be further stimulated by another 
dose of pituitary extract. If contractions can be 
kept up sufficiently long to start dilatation of the 
cervix and separation of the lower pole of the mem- 
branes, the labor will proceed naturally thereafter. 

E. L. Cornett, M.D. 


Beck, A. C.: Is Interference Justifiable After 
Twenty-Four Hours of Labor When No Other 
Indication Is Present? Am. J. Obst. & Gynec., 
1922, iv, 623. A 

As the private patients in the group studied 
were treated by a number of different men and no 
definite plan was followed in the care of the pro- 
longed labors, only the service cases were considered 

from the standpoint of the end-results. In the 1,138 

general service cases there were seventy-nine long 

labors. All but thirteen of these ended in sponta- 
neous delivery. Forceps were used in six cases, either 
because of a marked change in the fetal heart rate 
or a prolonged second stage. Two breech extractions 
were done for the same reasons, and in five cases of 
relative disproportion in which the head failed to 
engage after a thorough test of labor ca#sarean 
section was done. Three stillbirths and the deaths 
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of three infants on the first, fourth, and fifth days, 
respectively, made the infant mortality 7.6 per cent. 
One mother died on the third day after a cesarean 
section. Additional proof of the value of conserva- 
tism is shown by the end-results in the entire series. 
Of the 1,138 deliveries which included this group of 
seventy-nine prolonged labors, twenty-one resulted 
in stillbirths and fourteen were followed by the death 
of the child within the first two weeks, a total infant 
mortality of thirty-five (3 per cent). Two mothers 
died, a maternal mortality of one in 569 cases. 

From the fact that in many of these cases of pro- 
longed labor the head was not engaged after twenty- 
four or even thirty hours of labor the author con- 
cludes that manual dilatation or incision of the 
cervix and forceps delivery would not have given as 
good end-results as those obtained. 

Of the series of women studied, 1,753 were con- 
fined in the Long Island College Hospital and Out- 
Patient Department. One hundred and forty-six 
labors lasted over twenty-four hours. Of this num- 
ber, 43.1 per cent terminated in twenty-four to 
thirty hours, and 56.9 per cent continued for more 
than thirty hours. Of the 556 primipare in the 
hospital series, 108 (19.2 per cent) were in labor 
more than twenty-four hours. Slightly over one- 
fourth of the 266 dry labors were prolonged. 

Early rupture of the membranes seems to be the 
most common etiological factor. The exact cause 
responsible for the long labor in the rest of the cases 
is not known. The study of individual cases in- 
dicates that the chief difficulty is faulty uterine 
contractions. 

In the conduct of labor the author gives the 
patient as much rest as possible. Her pulse and tem- 
perature and the fetal heart rate are carefully noted. 
Nourishment is given as frequently as the patient 
can be forced to take it. In the intervals between 
contractions she is urged to rest and, if possible, to 
sleep. As soon as the membranes rupture, if the 
cervix is fully or almost fully dilated, a snug abdom- 
inal binder is adjusted and the voluntary efforts 
are encouraged. This routine, which is followed in 
all cases, is excellent in cases of long labor as it con- 
serves the patient’s strength for the second stage. 
The only additional measure employed in a pro- 
longed labor is the administration of liberal doses of 
morphine. Whenever the character of the contrac- 
tions shows that the uterus is fatigued, sufficient 
morphine is given to stop the labor and allow the 
patient to sleep. 

Nearly all women who show relative disproportion 
will deliver spontaneously if they are allowed a 
thorough test of labor. 

As seventy-four of the infants in the series weighed 
4,000 gm., seventy-four inductions would have been 
necessary if a large child had been regarded as an 
indication for such interference. 

The large number of spontaneous deliveries occur- 
ring after a test of labor and the low infant and 
maternal mortality proved that caesarean section 
was wisely restricted. E. L. Cornett, M.D. 


INTERNATIONAL ABSTRACT OF SURGERY 


Holmes, R. W., and Burdick, A. L.: The Test of 
Labor in Relation to Czsarean Section: Com- 
parative Results Obtained by Elective and 
Secondary Operations Based upon a Personal 
Exverience of Ninety-Two Cases. Am. J. Obst. 
& Gynec., 1922, iv, 579. 


There is comparatively little difference in the 
safety of operation performed in advanced labor, 
before the advent of exhaustion, over that of opera- 
tion performed in the last days of pregnancy. The 
danger depends on the management of the case 
before and during the hours of labor. The judgment 
of the surgeon, the technique used, and the charac- 
ter of the personnel of the operating room influence 
the outcome as much as any adventitious circum- 
stances incident to the labor. Within certain limits, 
the duration of labor is of comparatively little im- 
portance, but vaginal examinations and attempts at 
delivery from below are dangerous, as is also procras- 
tinating until the vital forces are at the lowest ebb. 

Prolonged rupture of the membranes offers a 
serious menace to the patient’s welfare during the 
postoperative period. The woman who has a truly 
elective operation will have a more placid and in- 
finitely more comfortable convalescence than a 
woman who has been subjected to hours of distress- 
ing labor. It is essentially true that those given 
the test of labor will have the same elevation of 
temperature as those who have the elective section, 
but in the former the increase will continue longer 
than in the latter, a fact indicating lack of resistance 
incident to fatigue. The longer the woman is in 
labor, with membranes ruptured, the higher the 
pulse rate and the more prolonged the elevation of 
temperature as compared with women not in labor 
or with membranes intact. Further, it is clearly 
evident from the study of ninety-two cases that 
Io to 20 per cent of women operated upon in labor 
will run a more stormy course with a somewhat pro- 
longed thermal elevation—a true, though mild septic 
course—especially if the membranes have ruptured, 
the clinical picture being distinctly worse than that 
in cases operated upon electively. 

The danger of rupture of the uterine scar is not 
slight. The authors agree with the dictum, “once 
a cesarean, always a cesarean.” 

They have firmly adhered to the principles of the 
classic section with only minor deviations. There- 
fore, unless conditions dictate otherwise, they always 
eventrate the uterus through as small an abdominal! 
cut as possible. 

The following conclusions are drawn: 

1. The adoption of modern surgical principles 
has been the most important factor in reducing the 
risks of caesarean section to the present minimal 
point. 

2. The second great factor in lowering the mater- 
nal mortality is abstinence from vaginal examina- 
tions. 

3. Also of great importance in increasing the 
— of sections is the routine employment of rectal 
touch. 
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4. The possibility of section should be clearly and 
detinitely determined in pregnancy, and in every step 
in the conduct of labor this possibility should be 
borne in mind. 

5. An absolute pelvic deformity demands section 
before labor begins and at a set hour. 

6. The woman with relative disproportion should 
be given an adequate test of labor unless this is 
definitely contra-indicated. 

7. The test should not be so prolonged that it 
causes the facies of exhaustion or an abnormal in- 
crease in the pulse rate or temperature. 

8. Prolonged rupture of the membranes has a very 
injurious effect upon a woman in labor; if labor is 
unduly prolonged after the rupture a stormy con- 
valescence is probable in to per cent of the cases 
and a fatal outcome in an occasional case. 

g. If section is performed, a slow, long labor with 
weak and irregular contractions is not so dangerous 
as a shorter, but violent type of labor. 

10. Inall probability, a hard labor liberates protein 
bodies or other by-products of forced metabolism 
which are inimical to convalescence following ca- 
sarean section. 

11. A cesarean section performed before labor is 
almost certain to be successful and associated with 
minimal physical distress if performed by skilled 
hands. 

12. Labor increases the physical distress and may 
jeopardize the convalescence. 

13. Above all things, prolonged labor with pro- 
longed rupture of the membranes, vaginal examina- 
tions, or futile attempts at delivery from below, is 
disastrous. 

14. Cesarean section is far more dangerous for 
the woman than spontaneous labor or a somewhat 
difficult operative delivery. 

15. The sum total of discomfort associated with 
cesarean section is as great as, or greater than, the 
inconveniences and pain of labor. 

16. Because of the facts cited and the increased 
mortality, section should be done only on clear 
indications. E. L. Cornett, M.D. 


Hirst, J. C., and Van Dolsen, W. W.: Cesarean 
Section: Its Indications and Technique Based 
on 252 Operations. J. Am. M. Ass., 1922, Ixxix, 
2047. 

Following a brief summary of the indications for 
cesarean section the authors state that the risks 
are in direct ratio to four factors: (1) the length of 
time the patient has been in labor; (2) the length of 
time the membranes have been ruptured; (3) the 
number and technique of vaginal examinations; 
and (4) previous attempts at operative vaginal 
delivery. 


The operator must choose, to fit the requirements 
of the particular case, one of at least five different 
techniques: (1) the old classical operation with a 
long abdominal incision and eventration of the 
uterus before it is incised; (2) the classical operation 
with a short, high abdominal incision with emptying 
of the uterus im situ and then eventration for 
suturing; (3) the extraperitoneal or low cervical 
cesarean section following the method of Beck; 
(4) the Porro operation with dropped cervical stump; 
and (5) the Porro operation with marsupialization 
and drainage of the stump. 

The indications, the advantages, the disadvan- 
tages, and the technique of each type are discussed. 
After the operation the head of the bed should be 
raised 12 in. and daily vaginal douches with sterile 
water should be given. 

The dictum “once a cesarean always a cesarean” 
is not true unless the indication is a permanent 
condition. Rupture occurs in subsequent preg- 
nancies in less than 3 per cent of the cases. In the 
series of unselected cases reviewed the mortality 
was 2 per cent. Roy E. Curistie, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Williams, P. F.: Postabortal Hzmolytic Strepto- 
coccemia. Am. J. Obst. & Gynec., 1922, iv, 636. 


Four cases of postabortal hemolytic strepto- 
coccus bacteremia ending in recovery under the 
use of polyvalent antistreptococcus serum are 
recorded. Illegal instrumentation to cause abortion 
is considered the chief etiological factor of such 
infections. The dangers of non-aseptic procedures 
are evident from the fact that of a series of 100 
women, seven were found to harbor the hemolytic 
streptococcus in the cervical canal, and eleven others 
showed non-hemolytic types of streptococci. A 
prompt diagnosis of such febrile conditions is best 
made by blood cultures. Cervical cultures, if 
they are positive and show the same organism as 
that recovered from the blood stream, are of value 
in supporting the diagnosis made from the blood 
findings. 

Serum should be given early and in repeated 
doses, ranging from 50 to 100 c.cm., depending 
upon the clinical and laboratory findings. Reactions 
are the rule and vary from mild to severe chills and 
skin rashes. In cases of severe reactions desensitiza- 
tion may be necessary. 

The action of the haemolytic streptococcus on the 
circulating blood is not as severe as might be sup- 
posed. The cases reported showed little pelvic 
disease, the most noteworthy findings being slight 
peritonitis and parametritis. 

E. L. Corner, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Harpster, C. M., Brown, T. H., and Delcher, H. A.: 
Abnormalities of the Kidney and Ureter. A 
Case of Double Kidney and Double Ureter, 
with a Review of the Literature. J. Urol., 
1922, Vili, 459. 

In a few cases reported there were two kidneys on 
the same side, and in some there was a third ectopic 
kidney. Double kidneys vary from the ectopic 
type to kidneys composed of two parts separated 
by connective tissue. 

In no instance were there two ureters opening from 
a single pelvis. The pelves are usually placed one 
above the other; rarely is one found in front of the 
other. The lower pelvis is usually larger than the 
upper. Asa rule the portions of the kidney drained 
by the two ureters are unequal in size. In most 
cases the external form of the kidney is normal and 
duplication may not be suspected unless there is a 
distinct band separating the parts of the kidney. In 
some cases the ureters may run a distinct course 
and have double openings in the bladder, or one 
ureter may open into the bladder and the second 
into some other part of the genito-urinary tract. 
In other cases the ureters may come together and 
enter the bladder by a single orifice. 

The bifurcation of the ureters may be near the 
kidney but is usually within 3 to 5 cm. of the blad- 
der. When the ureters are closely associated, the 
ureter which drains the upper part of the kidney is 
posterior but may pass to an anterior position be- 
fore entering the bladder. 

The authors give the types of ureteral duplica- 
tion as follows: 

1. Unilateral duplication, complete or incomplete, 
depending upon whether the ureter has one or :more 
openings into the bladder. 

2. Bilateral duplication, complete or incomplete, 
depending upon the number of ureteral openings. 

Forty cases of complete bilateral duplication were 
collected. There are 28 cases of incomplete bilateral 
duplication, 181 cases of complete unilateral duplica- 
tion, and 133 cases of incomplete unilateral duplica- 
tion. 

The authors summarize the data of 382 cases of 
complete or incomplete ureteral duplication in six 
tables. 

In the literature the authors found reports of the 
bifurcation of a single ureter near its lower extremity. 
There were a number of cases in which the super- 
numerary ureter opened in an abnormal situation 
in the bladder or extravesically. Most of the reports 
were autopsy reports. In a fair number of cases the 
condition was discovered during operation. In only 
a few was the diagnosis made before operation. 


Improved urological methods have made a 
diagnosis possible in every suspected case. The 
authors suggest that pyelograms be made in every 
case in which there is the least suggestion of the 
condition. An abnormal organ -is more susceptible 
to pathologic changes than a normal organ. A 
very large number of double kidneys show 
disease. In double kidneys with double ureters, 
hydronephrosis and pyonephrosis are very com- 
mon. These conditions were found twenty-five 
times in twenty-nine cases in which a surgical 
operation was done for double kidney; 21 per cent 
of the operations were nephrectomies. The resection 
of one portion of a double kidney has been done 
successfully by many operators. This includes 
resection of a tuberculous half of a double kidney. 
The authors find that the diseased part of the kid- 
ney is almost always the upper part. The lower 
half is usually of normal shape and the ureter dis- 
charges normally. 

One observer found that when the duplicate 
ureters have neighboring orifices the kidneys do not 
show visible alteration, while if one orifice opens 
abnormally the part of the kidney corresponding to 
this orifice is usually diseased. 

The origin of the various anomalies is by no means 
clear. None of the explanations advanced to date 
seems to account for all types satisfactorily. 

The authors conclude their article with the state- 
ment that the point of importance for practical 


medicine is that these anomalies occur with far . 


greater frequency than is generally believed and 
therefore should be borne in mind in the diagnosis 
of urological conditions. GitBert J. THomas, M.D.‘ 


Crabtree, E. G. The Nature and Significance of 
Renal Stasis. Surg., Gynec. & Obst., 1922, xxxv, 
733- 


As a result of his investigations, Crabtree is con- 
vinced that the consideration of renal stasis from 
the physiological rather than the pathological point 
of view might reveal facts bearing on the treatment 
of this condition. By this he means determining 
whether the kidney is hampered in the elimination 
of urine from the pelvis rather than whether there 
is a dilatation sufficient to term hydronephrosis. 
He believes it is wrong to rely in the diagnosis 
entirely upon the pyelogram to the exclusion of 
data obtainable by the cystoscope and ureteral 
catheterization. As a result of such exclusion, begin- 
ning dilatations and small hydronephroses are often 
overlooked at a time when remedial measures can 
be best applied. 

Crabtree defines “pelvic content” as the amount o! 
urine present in the pelvis at the time a plugged 
catheter is inserted into the pelvis. ‘‘Pelvic capacity’’ 
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is indicated by the amount of fluid which can be 
injected into the pelvis up to the quantity which 
causes pain and then withdrawn; the amount with- 
drawn, not the amount injected, represents the 
capacity. 

There are four types of renal stasis between the 
normal kidney and the large hydronephrosis: (1) 
acute stasis, (2) subacute stasis, (3) intermittent 
stasis, and (4) relative stasis. 

1. Acute stasis. This condition the author be- 
lieves is almost entirely an emergency condition, 
occurring most commonly with stone, but also 
following accidental ligation of the ureters, the 
plugging of the ureter by a blood clot during an 
acute attack of pyelonephrosis, and in cases in which 
the cystoscope was used during acute pyelone- 
phritis. Even though the obstruction is complete it is 
not serious in its after-effects as the kidney generally 
returns entirely to normal when the obstruction is 
removed. 

2. Subacute stasis. By this term Crabtree refers 
to cases of partial obstruction with back-pressure 
and over-dilation of the kidney continuing for a 
period of weeks or months. As an example is men- 
tioned the back-pressure kidney of pregnancy. He 
has observed cases in which stasis of 200 to 300 c.cm. 
decreased to 15 c.cm. at the termination of preg- 
nancy. Further dilatation may result, however, 
from the progress of the disease, without the inter- 
vention of subsequent pregnancies. Another type 
of subacute obstruction is that due to ureteral 
stone. 


3. Intermittent stasis. The two most common 


causes of this condition are renal mobility and 
supernumerary vessels. Renal mobility is probably 
intimately associated with aberrant arteries in all 


cases in which pelvic stasis results. The great 
majority of palpable kidneys are functioning nor- 
mally in spite of some degree of mobility, but the 
greater incidence of pyonephrosis, hydronephrosis, 
persistent pyelitis, and renal pain on the right side 
as compared with the left, in the female as compared 
with the male, and in the adult as compared with 
the child, points to significance in these anatomical 
differences. It indicates also that renal damage is a 
progressive condition. 

4. Relative stasis. By this is meant apparent 
obstruction to the outflow of urine. This condition 
may be present without symptoms. The function of 
the kidneys is usually good, and there is no thinning 
of the cortex indicating serious back-pressure. The 
ureterovesical valve is often competent, and the in- 
jection of fluid into the bladder results in its regurgi- 
tation into the kidney pelvis. The condition is 
probably congenital. Herman L. Kretscumer, M.D. 


Barney, J. D.: The Question of Recurrent Renal 
Calculi. Surg., Gynec. & Obst., 1922, Xxxv, 743. 


The author calls attention to the paucity of the 
literature on recurrent renal calculi. This subject 
is unpopular because of the long and patient labor 
which the accumulation of data involves, and be- 
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cause of the disappointing results revealed by the 
investigation. Barney believes that in studying 
these cases it is necessary to examine the patient 
personally, the patient’s statement by word or letter 
being insufficient. 

The recent investigation of cases in the Massachu- 
setts General Hospital showed unsatisfactory re- 
sults. Of seventy cases of nephrotomy, the results 
are known in thirty-five. Of sixteen cases in which a 
roentgen examination was made, fourteen showed 
the presence of stone on one or both sides. These 
figures would be greater if all cases had been checked 
up by the X-ray. Many were unquestionable cases 
in which stones were left at operation. Of the cases 
of stone admitted to the hospital, sixteen had been 
previously operated upon for renal calculi, and of 
this number, twelve (75 per cent) had been operated 
upon on both sides. 

In a recent investigation regarding recurrences 
postoperative roentgenograms were made in twenty 
cases. In nine (45 per cent), the films showed a stone 
still remaining in the kidney. In the absence of 
such postoperative roentgenograms, which clearly 
demonstrate the author’s point that stones are 
frequently overlooked during operations, these 
stones would have been recorded as recurrences if 
found at a later date. 

The various causes responsible for failure to 
remove all of the stones, and the aid given by the 
fluoroscope at the time of operation are discussed. 
The author’s conclusions are as follows: 

1. As there has been little investigation regarding 
recurrent or overlooked renal calculi, it is desirable 
that various observers in different clinics undertake 
such an investigation. 

2. A roentgenographic examination made during 
or very shortly after convalescence is essential for 
the accuracy of the results in such study. 

3. While the few data at hand show that stones 
are found in the kidney after operation in a sur- 
prising number of cases, it is impossible to state 
which of these stones are recurrences and which are 
stones left at operation. Unquestionably recurrence 
is very frequent. 

4. The complex character of the interior of the 
kidney, hemorrhage from its mucosa, and the com- 
parative inaccessability of this organ in many cases 
contribute to the difficulty of removing all stones. 

5. Although various procedures may be resorted 
to for this purpose, none is infallible. It would 
appear that the fluoroscope offers the most promis- 
ing prospects for success. 

6. Pre-operative study cannot be too painstaking, 
nor must the possibility of superimposed shadows of 
calculi be overlooked. 

7. A-second operation for the removal of remain- 
ing stones is advisable in most cases and should be 
done soon after the first operation. 

8. Pyelotomy is unquestionably the operation of 
choice and is often advantageously combined with 
partial nephrotomy. 

HERMAN L. Kretscumer, M.D. 
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Hofer, O.: Obstruction of the Common Bile Duct 
and Anuria Due to a Solitary Cyst of the Kidney 
(Choledochusverschluss und Anurie durch Solitaer- 
cyste der Niere). Munchen. med. Wchnschr., 1922, 
lxix, 1279. 

Solitary cysts of the kidney are rare. Their 
symptoms are usually slight but they may cause 
severe disturbances by pressing upon the excretory 
urinary passages or the neighboring organs. Hofer 
reports a case in which a tumor the size of two 
fists in the right upper part of the abdomen of a 
woman 56 years old proved at operation to be a 
solitary cyst of the kidney. This growth had caused 
displacement and torsion of the right kidney and 
ureter, and through pressure upon the excretory 
biliary passages was responsible for the development 
of chronic icterus. Koentc (Z). 


Oehlecker, F.: The Partially Transperitoneal and 
Partially Extraperitoneal Operation on the 
Kidney: Extraperitoneal Operation After Dim- 
inution of the Peritoneal Sac (Die teils trans- 
peritoneale und teils extraperitoneale Nierenopera- 
tion: extraperitoneale Operation nach Verkleine- 
rung des Peritonealsackes). Zischr. f. urol. Chir., 
1922, X,*52. 

Transperitoneal nephrectomy leaves behind a wall 
extending through the peritoneal cavity which may 
give rise to incarceration of the intestine. With 
the author’s modification of the operation this sep- 
tum in the abdominal cavity is avoided and the 
abdominal space is somewhat diminished. Before 
the true kidney operation is performed the ab- 
dominal cavity is completely closed by suturing the 
parietal to the prerenal peritoneum on the medial 
side. The operation is then performed without 
entering the peritoneum. Lumbar drainage is 
instituted. 

This operation is recommended especially for 
cases in which the kidney is in an abnormal position 
and for obscure cases. It is begun with a pararectal 
incision. FRANGENHEIM (Z). 


Furniss, H. D.: Supernumerary Ureters with Ex- 
travesical Openings. J. Urol., 1922, viii, 495. 

Duplication of the ureter is a very common mal- 
formation but a supernumerary ureter with an extra- 
vesical opening is rare. A review of the literature 
shows that fifty-one cases of this malformation have 
been reported up to the present time. 

Of the several theories advanced to explain the 
double ureter the most plausible is that there are 
two separate evaginations from the wolffian duct. 
In the process of downward growth the lower ureter 
reaches the bladder first, usually where the normal 
ureter is found, while the upper ureter continues 
its downward shifting with the wolffian duct, mesial 
to the first attached ureter, until it reaches the uro- 
genital sinus. The wolffian duct without the ureter 
continues to shift to a still lower level. If the two 
ureters are liberated in quick succession they will 
be found close together in the bladder, but if they 


are liberated at different times they will be farther 
apart so that the upper ureter may be carried even 
to or below the internal urethral orifice. The prac- 
tical points learned from this embryological study 
are: 

1. A double ureter may unite at any point be- 
tween the bladder and the kidney and empty into 
the bladder as a single tube. 

2. When there are two separate openings the 
two halves of the ureter are distinct in their course 
to the bladder. 

3. The ureter opening most caudad comes from 
the cephalad portion of the kidney, and that from 
the lower pole occupies the normal position in the 
bladder. 

4. When the ureter opens into the urethra, the 
urethral opening is always on the floor. 

5. When the ureteral opening is in the vagina it 
is on the anterior wall and never on the lateral wall. 

6. The ureter emptying lowest crosses and lies 
to the inner side and behind the more normally 
situated ureter. 

7. In the female, the ureter may empty into the 
vagina, the vestibule of the vagina, fallopian tube, 
uterus, or Gaertner’s duct. 

Wherever the opening, the lower end of the ureter 
has usually been dilated, either as a small sac or as 
a fusiform swelling. In many instances this dilata- 
tion extended to the kidney which was found to be 
atrophic in the part drained by the supernumerary 
ureter. 

The usual history given is that of constant drib- 
bling night and day since birth, in addition to normal 
voiding. In a few patients control is fairly good, but 
is occasionally weakened by child-bearing. It is 
noteworthy that in most instances the condition 
remains unrecognized until adult life. Often this is 
due to the fact that the renal tissue drained by the 
abnormally placed ureter is almost inactive and puts 
out urine as well as dyes very feebly. When the 
condition is suspected and simple inspection does 
not reveal the opening, the patient should be given 
indigo-carmine intravenously and pledgets of cotton 
should be placed in the urethra and vestibule. Ii 
sufficient dye is excreted the stained spot will give 
a clue to the location of the opening. If this pro- 
cedure fails, the patient should be given three or four 
1-gr. doses of methylene blue and re-examined the 
next day. Endoscopy will locate the orifice in the 
urethra. In the X-ray plate the upper portion of the 
kidney may be found irregular in contour, and in 
the pyelogram the upper calyx may be missing ii 
the kidney had two pelves. 

In the cases reported the following operations have 
been done: (1) ligation, (2) anastomosis of the 
dilated end of the ureter and the bladder, (3) im- 
plantation of the ureter into the bladder, and (4) 
resection of the upper pole of the kidney. For cases 
in which a considerable amount of renal tissue is 
drained by the accessory ureter the author advises 
ureterovesical anastomosis. If very little renal tissue 
is drained by the accessory ureter and there is no 
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dilatation and no infection, ligation is advisable, 
while in cases with dilatation, infection, and a small 
amount of renal tissue resection is the best pro- 
cedure. 

Furniss reports the following cases: 

CasE 1. The patient was a girl 19 years old who 
voided normally but complained of constant drib- 
bling of urine. A cystoscopic examination after the 
injection of indigo-carmine showed the dye passing 
from normally situated right and left ureters. Cot- 
ton packed in the vestibule was soon found stained 
just below the meatus. A ureteral catheter in- 
serted for 4 in. was found on vaginal palpation to 
pass to the left side. After catheterization an 
attempt was made to dissect the ureter out and turn 
it into the bladder. An incision was made through 
the ureteral and vesical mucosa and an anastomosis 
eflected with catgut. The distal end of the ureter 
was ligated, and a retention catheter placed in the 
bladder. Seven days after the operation the leakage 
recurred. At a secondary operation performed three 
weeks later the ureter was mobilized for a distance 
of 34 in., a sound passed into the urethra to the 
bladder and out of the opening for the anchoring 
of the ureter, and the ureter pulled ,into the bladder 
by withdrawing the sound, and secured with chromic 
catgut. This ureter functioned for only six months, 
but the incontinence was cured. 

Case 2. The patient was a woman 38 years of 
age who had a history of incessant dribbling and 
normal micturition. Cystoscopy showed two nor- 
mally placed and functioning ureters, but the extra- 
vesical ureteral opening could not be found. A supra- 
vaginal hysterectomy was done for a large fibroid of 
the uterus. On the right side of the pelvis was a 
soft, elastic, extraperitoneal swelling 34 in. in diam- 
eter, which extended over the brim of the pelvis. 
Palpation of the right kidney showed a mass the 
size of a hickory nut on the superior pole. A right 
rectus transperitoneal exposure of this kidney 
showed the dilated ureter in front of the other ureter 
and closely connected with it. The ureter was 
clamped and cut 3 in. from the pelvis; its lower end 
was ligated and dropped and its renal end dissected 
up to a mass about 34 in. in diameter on top of the 
kidney proper. This mass, which was resected with- 
out difficulty, proved to be a sac with only a trace 
of renal tissue. The operation was followed by 
uneventful convalescence with complete relief of 
symptoms. C. D. Hotmes, M.D. 


Laurie, T. F.: Report of a Case of Extreme Dilata- 
tion of the Ureters. J. Urol., 1922, viii, 491. 


The patient, a man 37 years of age, complained of 
frequency of urination with occasional burning which 
had begun ten years ago and had become increas- 
ingly worse. At the time he consulted the author 
he voided every two hours during the day and 
every two hours during the night. With this fre- 
quency there was some urgency. 

At the age of 21% years the patient had had in- 
fantile paralysis causing atrophy of the muscles 


of the back and abdomen, and of the right leg 
and thigh. At the age of 14 scoliosis of the lower 
dorsal and the lumbar spine with slight rotation 
developed. 

At examination neither kidney was palpable. 
The prostate was flat and not tender, and the vesicles 
were not palpable. The capacity of the bladder was 
4 oz. There was no residual urine. The vesical 
mucosa was smooth and glistening. At the apex of 
the trigone there was slight congestion. The 
ureteral orifices were much enlarged, the right ap- 
pearing about 1 cm. across and the left about half 
that wide. Catheters could be easily passed to the 
kidneys. 

On account of the dilation of the ureteral 
orifices it was evident that fluid introduced into 
the bladder would go to the kidneys. The cystoscope 
was therefore removed, the bladder was filled with 
sodium bromide through a catheter and a cysto- 
uretero-pyelogram was made. 

Smears and animal inoculation proved the absence 
of tubercle bacilli in the urine. A very small amount 
of pus was found in only one specimen. 

Dilation of the ureters may be due to congenital 
or acquired mechanical causes, infection, and dis- 
turbances of innervation. In the case reported 
there was no evidence of obstruction at any point in 
the urinary tract. It is possible that the dilation 
of the ureters and pelves and the contraction, rigid- 
ity, and thickening of the bladder wall were the 
result of a severe infection at the time of the first 
urinary symptoms. A disturbance of innervation 
must be considered as a very probable etiological 
factor, but lack of knowledge regarding the innerva- 
tion and mechanism of urination prevents certainty 
on this matfer. While it is known that the urinary 
tract is affected in infantile paralysis, the exact 
nature of the involvement is not known. It is pos- 
sible that the ureterovesical valve was affected to the 
point of insufficiency as this would explain the symp- 
toms. C. D. Hotmes, M.D. 


Richter, J.: A Case of Cystic Enlargement of the 
Vesical Extremity of the Right Ureter and Its 
Treatment (Ueber einen Fall von cystischer 
Erweiterung des rechten vesicalen Harnleiterendes 
und ueber ihre Behandlung). Zischr. f. urol. Chir., 
1922, ix, 219. 

Cystoscopy was performed on a woman 29 years 
of age for persistent cystitis. A cystic enlargement of 
the vesical extremity of the right ureter was dis- 
covered, the primary cause of which was stenosis of 
the ureteral orifice probably due to inflammation. 

The wall of the cyst was removed by high section 
and the ureter sutured. Histologic examination 
showed that the musculature of the bladder con- 
tinued into the cyst wall. 

An ascending nephropyelitis made a _ second 
operation necessary later. The transvesical method 
of operation is preferred by the author to the intra- 
vesical operation because it gives quicker results. 

RuGE (Z). 
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Aschner, P. W.: Primary Tumors of the Ureter. 
Surg., Gynec. & Obst., 1922, xxxv, 749. 

Forty-seven cases of primary epithelial tumors of 
the ureter collected by the author are grouped as 
follows: (1) papillomata, twenty-one; (2) papillary 
carcinomata, twelve; and (3) non-papillary car- 
cinomata, fourteen. 

In four of the cases of Group 3 the growth was a 
squamous-cell carcinoma, and in ten, a carcinoma 
solidum seu medullare. The author reports a case 
of combined squamous-cell carcinoma and _ leuco- 
plakia. Kretschmer has collected forty-four cases of 
leucoplakia of the urinary tract. 

The author’s patient was a man 38 years of age. 
X-ray examination three weeks after the onset of 
symptoms showed four shadows in the right kidney 
region. The urine showed pus and a few red blood 
cells. Urine from the right ureter showed a large 
quantity of pus and a o.3 per cent urea content. 
There was no excretion of indigo, and bacterial 
cultures were negative. The urine from the left 
ureter was clearer and more concentrated. Indigo 
was excreted in twenty-five minutes. The urea 
content was o.g per cent. Bacterial cultures were 
negative. A pyelogram was not made because of the 
patient’s poor general condition. 

Thirty per cent of phthalein was excreted in 
two hours. Analysis of the blood showed urea ni- 
trogen 26.6, incoaguable nitrogen 74.7, uric acid 
4.1, and creatinin 2.4. The Wassermann test was 
negative. 

At operation the right kidney was found to be 
twice its normal size. The greatly enlarged pelvis 
was opened and three stones and several masses of 
fibrinous exudate were removed. The fourth stone 
was removed through the cortex. 

The thickened and strictured ureteropelvic junc- 
ture was incised and a section removed for examina- 
tion. On culture, the fluid in the pelvis yielded 
hemolytic streptococci. Section showed squamous- 
cell carcinoma. Six days later the kidney and ure- 
ter were removed by the technique described by 
Beer. 

When the kidney was split, the pelvis was found 
to be bifid. The lower part showed leucoplakia. At 
the ureteropelvic juncture the tumor was circular 
and 1.5 cm. in length. Subsequently radium treat- 
ment was given for leucoplakia of the bladder. The 
patient did not react well and died of uremia soon 
afterward. 

The diagnosis of ureteral tumors is difficult. If 
the tumor is visible, and if bleeding occurs from 
the ureter during the cystoscopic examination, the 
diagnosis is fairly certain. A ureterogram may be 
of aid when the tumor is not visible. Stricture and 
calculus must be excluded. If the urine above a 
bleeding obstruction is clear, it is suggestive. The 
persistence of hematuria after the removal of a 
tumor of the bladder is also suggestive. In only 
four cases in which the tumor was concealed was 
the diagnosis made before operation. 

C. D. Pickrett, M.D. 
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BLADDER, URETHRA, AND PENIS 


Schwarz, O.: Investigations of the Physiology and 
Pathology of Bladder Function: Remarks on 
the Pathology of the Vesical Neck (Untersuchun- 
gen ueber die Physiologie und Pathologie der 
Blasenfunktion: zur Pathologie des Blasenhalses), 
Zischr. f. urol. Chir., 1922, X, 167. 

Dysuria and retention may be present when the 
prostate is of average size or smaller and though it 
is normal in structure and shows no signs of intlam- 
mation. In such cases a mechanical obstruction to 
the outflow of urine is ruled out but the enucleation 
of the gland gives complete relief. The author 
explains this fact by the assumption that small 
nodes of adenoma exert a tonic irritation upon the 
sphincter which then becomes the immediate cause 
of the disturbance of function, just as an ulcer near 
the pylorus continues the pyloric spasm. The im- 
portance of the middle lobe as a cause of mechanical 
obstruction is greatly overestimated. 

The author distinguishes three types of cases of 
contracture of the neck of the bladder. In the first 
type there is a deposit of newly formed connective 
tissue immediately under the mucous membrane, 
which forms a fibrous tight ring around the orifice. 
The etiology is unknown, but there is neither a 
prostatitis nor a connective tissue infiltration of the 
sphincter. The second type is characterized by 
pronounced chronic inflammatory infiltration of 
the glandular and muscular tissues in addition to 
the other changes ‘mentioned, the bladder exit 
being transformed into a rigid tube and the mobility 
of the sphincter limited. In cases of the third type 
there is hypertonia of the sphincter, but the urethra 
is easily passed by the thickest instruments. This 
is a permanent hypertonia of the sphincter similar to 
that which often persists after spinal disease. 

The treatment of all of these forms is stretching 
or the incision or excision of asegment of the sphincter 
by the transvesical route. This operation is always 
successful. As frequently the colliculus can be easily 
made visible in the cystoscope when the bladder is 
entirely normal, the conclusion may be drawn that 
this phenomenon has no relationship to relaxa- 
tion of the sphincter, but may be produced in every 
case by the cystoscope as a reflex excitation of the 
sphincter. The free communication of the posterior 
urethra with the bladder is a functional phenomenon; 
it is not permanent but persists during the examina- 
tion. By lowering the cystoscope it is possible, after 
waiting for some time, to illuminate the posterior 
urethra for a considerable distance and thus to 
bring the colliculus into view. The cystoscope exerts 
an irritating action upon the sphincter, causing it to 
relax. Von TAPPEINER (Z). 


Kretschmer, H. L.: Elusive Ulcer of the Bladder; A 
Further Report. Surg., Gynec. & Obst., 1922, xxxv, 
759- 

Kretschmer has added nine cases of elusive ulcer 
of the bladder to his series, making a total of four- 
teen. He has reviewed all of his cases to determine 
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whether the treatment given is justified by the end- 
results. 

The etiology of the lesion is still vague. Of 118 
cases collected, including Hunner’s fourteen, only 
twenty-nine were those of males. Twenty-three of 
the latter were reported by Frontz. Five of the 
author’s patients had never borne children. Their 
ages ranged from 24 to 60 years. Thirteen had had 
previous surgical operations, nine of which were for 
the urinary symptoms. The duration of the symp- 
toms ranged from eleven months to seventeen 
years. All of the patients were thoroughly examined 
for infections in other parts of the body. 

Of the symptoms, two were noted in every case, 
namely, frequency and pain. The pain was constant 
or present only during micturition. Hematuria 
was present in six cases and was increased when 
the bladder was over-distended. Urgency, burning, 
tenesmus, and backache were variable symptoms. 

In thirteen of the fourteen cases accurate records 
of the urine were obtained. The urine was normal 
in only one. In seven cases it contained pus. In 
five cases the urine from both kidneys was sterile, 
while in three only that from one kidney was 
sterile. In the others, cultures showed the presence 
of bacillus coli, streptococci, staphylococci, or diph- 
theroid bacilli. The diagnosis was made by exclusion. 

Sections made of all tissue removed confirmed 
the diagnosis. The mucosa and submucosa were 
chiefly involved, the muscle very little. 

In one of the eight cases operated upon, a re- 
currence developed, and in another the urine again 
showed pus and staphylococci. Two patients were 
freed of symptoms by fulguration, two are no longer 
under observation, and two are improving without 
treatment. C. D. Pickreti, M.D. 


GENITAL ORGANS 


Felber, E.: Experiences with the Perineal Operation 
for Prostatic Abscesses and Prostatic Stones 
(Erfahrungen mit der perinealen Operation der 
Prostataabscesse und Prostatasteine). Ziéschr. f. 
urol. Chir., 1922, ix, 390. 


The author reports on the perineal operation in 
twenty-nine cases of prostatic abscesses and four 
cases of prostatic calculi (associated twice with 
vesical calculi). One of the abscesses was tuber- 
culous, twelve were gonorrhceal, five were metastatic 
abscesses (one due to the colon bacillus), one was a 
pure staphylococcus abscess in gonorrhoea, eight 
were abscesses in the hypertrophied prostate follow- 
ing a serious infection of the urinary tract, and three 
were abscesses following operations for hemorrhoids. 
The perineal operation was done twenty-seven times 
and the vesical operation twice. 

Twenty-seven cases were cured. One patient died 
and one result is unknown. The rectum was never 
injured when the perineal route was used. The fact 
that this operation is done under direct vision 
justifies its recommendation. Prostatic stones are 
also easily removed by the perineal route. 

Loenr (Z). 


Legueu: Infections of Prostatic Adenomata (Les 
infections de l’adénome prostatique). Arch. d. mal. 
d.reins et d. organes génitaux-urinaires, 1922, i, 129. 

In the past years Legueu has seen several cases 
in which the patient showed symptoms of acute 
retention which were followed in a few weeks by the 
development of an abscess. A perineotomy was 
done, but as this did not put an end to the complica- 
tions arising from the urinary retention, Legueu was 
obliged to perform a prostatectomy in one or two 
stages. The cause of the retention was infection of 
a prostatic adenoma. 

Infection of a prostatic adenoma occurs in the 
aged. It differs from gonorrhoeal infection in young 
persons. Gonorrhceal abscesses evolve in the pros- 
tate itself or its immediate neighborhood, the glands 
being the point of origin. In the aged, a pre-existing 
adenoma becomes infected as the result of a general 
systemic infection. 

On section the extirpated adenoma shows green- 
ish spots, and drops of pus may be expressed from 
it. On bacteriological examination various organ- 
isms may be found. Two of Legueu’s recent cases 
showed staphylococci. 

A common type of case is one in which there is 
acute retention but the suppuration remains intra~ 
canalicular and localized to the interior of the ade- 
noma. A small induration, the localized abscess, 
can be felt through the rectum. The only acute 
phenomena are fever and retention. 

Clinically the only difference between a young 
patient with suppurative prostatitis of gonorrhceal 
origin and an aged patient with adenomatous pros- 
tatitis is that the first may recover completely after 
evacuation of the suppuration and suffers acute 
retention for only a few days, while the second will 
not recover, and retention will persist because the 
neck of the bladder is definitely and permanently 
altered. 

The incidence of suppuration in adenomata re- 
moved by Legueu was as follows: adenomata weigh- 
ing less than 20 gm., suppuration in one-sixth; 
adenomata weighing between 30 and 50 gm., sup- 
puration in one-fourth; adenomata weighing be- 
tween 50 and 100 gm., suppuration in three-sevenths; 
and adenomata weighing above 100 gm., suppuration 
in one-fourth. 

Infection of a prostatic adenoma is indicated by 
fever and inequality, incrustations, or indurations 
in the prostate. Nothing suggests a cancer of the 
prostate more than inflammation. 

Legueu outlines the surgical procedure which he 
prefers in different types of cases. Whenever there 
is infection of an adenoma, especially a small ade- 
noma, there are extensive adhesions which render 
operation very difficult. W. A. BRENNAN. 


Gaulden, C. L.: Traumatic Dislocation of Both 
Testicles. California State J. M., 1922, xx, 390. 


In a search of the literature Gaulden was able 
to find only five cases of traumatic dislocation of the 
testicles. 
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The case reported in this article was that of a man 
32 years of age, the father of three children. While 
at work as a brakeman on a log train, the patient 
was thrown from the car and pinned between two 
logs which compressed his abdomen and broke both 
bones of his right leg in their lower third. Complaint 
was made only of pain in the groins and the scrotum. 
In the region of the inguinal canal on both sides 
masses could be felt which were very sensitive to 
the touch. The scrotum was enlarged and dis- 
colored but without external marks of injury. The 
testicles had been forced from the scrotum into the 
inguinal region. 

The patient was treated expectantly. On the 
third day the right testicle was replaced by manipu- 
lation without anesthesia but the replacement of 
the left required the use of ether. The veins of the 
cord were lacerated and thrombosed but the epi- 
didymis and vas were not injured. The patient made 
an uneventful recovery. Louis Gross, M.D. 


Sheldon, J. G., and Heller, E. P.: A Congenital 
Defect of the Anterior Abdominal Wall and 
Cryptorchidism; Report of a Case. J. Missouri 
Slate M. Ass., 1922, xix, 493. 


The patient was a man 24 years of age. Examina- 
tion revealed a swelling in the right lower quadrant, 
tenderness in the left groin, and absence of the 
testicles from the scrotum. An oblique incision was 
made over the swelling and in the direction of the 
fibers of the external oblique muscle. The fibers of 
the external oblique, the rectus, the conjoined ten- 
don, and the internal oblique were found attenuated. 
The appendix was removed as it showed evidences 
of disease. The atrophic right testicle was discovered 
behind the caecum in the retroperitoneal structures. 
By dividing all the structures except the vas and 
its artery the testicle was placed in the upper part 
of the scrotum. The inguinal canal was then closed 
as in the Ferguson operation, and the abdominal 
muscles were overlapped and sutured. Except for a 
little drainage, healing was uneventful. 

As this operation consumed considerable time, the 
replacement of the other testicle, which was palpated 
in the inguinal canal, was left for a later operation. 

C. D. PickrewL, M.D. 


Lichtenstern, R.: The Clinical Aspect and the 
Treatment of Cryptorchidism (Zur Klinik und 
Therapie des Kryptorchismus). Zéschr. f. urol. Chir., 
1922, 1x, 185. 

The author has found absence of spermatogenesis 
in every case of cryptorchidism in adults. As the 
endocrine function of the testicles also suffers more 
or less in the course of time, the development or 
maintenance of the secondary sexual characteristics 
is endangered (Tandler and Gross, Kyrle, Lichten- 
stern). Coudray and Glannan have shown that the 
condition can be remedied by early transference of 
the testicles to the normal position. 

On the basis of his own observations, Lichtenstern 
recommends the correction of bilateral cryptorchid- 
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ism in childhood. The operation which has given 
the best results is bilateral fixation of the spermatic 
cord by means of sutures passed through only the 
sheath. The best time for the operation is between 
the eighth and tenth years. PFLAUMER (Z). 


Bowing, H. H.: Radium and Roentgen-Ray Treat- 
in Metastatic Testicular Tumors. /. 
Radiol., 1922, iii, 519. 

Since 1917, more than thirty patients with testic- 
ular tumors have been given radium and deep 
roentgen-ray treatment at the Mayo Clinic. The 
majority came with a diagnosis of primary sarcoma 
of the testicle, and a few with a diagnosis of car- 
cinoma. Most of the diagnoses were based on 
microscopic examination. The patients were either 
in good health or markedly underweight and weak- 
ened. 

The duration of the disease seems to be of more 
importance than the size of the tumor. When the 
patients were seen at the Clinic it was not difficult 
to determine the chief reason for their complaints 
and to diagnose metastatic testicular tumor. Most 
of them stated that they had had a testicular tumor 
removed but that in the course of a few months they 
developed severe pain in the back, referred down the 
legs, and some weeks later discovered an abdominal 
mass. 

Given a patient who had a primary tumor of 
the testicle removed and within a few months 
complained of symptoms in the upper abdomen, 
and a few months later noted an abdominal tumor, a 
therapeutic test of one intensive radium treatment 
may make the diagnosis in seven to ten days. Ii 
the tumor is testicular in origin, it will decrease in 
size. 

The treatment is practically the same for patients 
with fair or good health and those with poor health. 
To all patients who will live a month or six weeks, 
intensive treatment should be given. The early 
cases reviewed were inadequately treated. The 
records show that a course of from 2,000 to 4,000 
mgm.-hrs. of radium was outlined and that one or 
two areas were exposed to roentgen-ray therapy. 
The patients were instructed to obtain further 
treatments at home, but in only a few instances was 
this done. In many of the cases the metastatic 
tumors have disappeared under treatment. The 
patients seemingly are in good health and have 
returned to their various activities. Their chance 
for a more lasting arrest of the disease should be 
greater than that of patients treated in the earlier 
series. 

In the radium and roentgen-ray treatments the 
region of the growth is mapped out into areas meas- 
uring 3 by 4 cm. and 4 by 6 cm., the number of areas 
depending on the time of treatment. The first areas 
treated are small, and when the treatments are re- 
peated the size of the area is increased in order to 
cut down the possibility of over-irradiation of the 
tissues due to scattering. Fifty or 100 milligrams of 
radium are applied to each area at a distance of 
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2.5 cm. The radium is applied in universal tube 
applicators with walls of 0.5 mm. of silver and extra 
filtration, 2 mm. of lead and 2 mm. of rubber. If 
the body surface to be irradiated is large (from 
twenty to thirty areas), the amount of irradiation 
for each area ranges from 700 to 1,000 mgm.-hrs. If 
there are less than eight or ten areas, 1,000 mgm- 
hrs. are delivered to each unit. The supraclavicular 
glandular enlargements are packed with radium. 
The tumor may be divided into two to four areas. 
The adjacent skin surfaces are protected with lead 
and rubber. The number of radium treatments 
varics. In some cases one treatment causes the 
metastatic tumors to disappear, while in others two 
to four treatments at intervals of six to eight weeks 
are necessary. 

The present technique takes advantage of the 
newer ideas of deep therapy. The current is sent 
through a broad-focus standard Coolidge tube. In 
the first treatments, practically the entire lymphatic 
system is exposed in an attempt to decrease the 
enlargement and destroy any metastatic nodules. 
The abdominal area exposed to radium is not treated 
with the roentgen ray. The adjacent abdominal and 
lateral walls are mapped out into areas measuring 
approximately 10 to 15 cm. The supraclavicular 
spaces, axillary spaces, and inguinal glandular areas 
are mapped into areas sufficiently large to insure 
thorough irradiation. The formula used at present 
is: spark gap, 23 to 24 cm.; distance of skin target, 
30 cm.; milliamperage, 5; filtration, 6 mm. of alum- 
inum and a layer of sole leather; and time, fourteen 
minutes. The cross-fire principle is used. 

The patient should be examined at intervals of two 
months. If no tumor is palpable, treatment should 
not be resumed. Most patients require from two to 
four treatments and then a rest of from three to four 
months. When the physical and roentgen-ray find- 
ings are negative it is safer to treat the symptoms 
than to wait until a demonstrable growth develops. 
Lumbar pains are usually indicative of enlargements 
of the deep lumbar glands. 

All patients having large or small metastatic 
tumors but good to fair health are given intensive 
irradiation regardless of the pathologic report. 
Treatment with Coley’s mixed toxins is not advised 
when the case is first seen, but may be considered 
if the case proves refractory under radium and 
rocntgen-ray therapy. 

These patients undergo a general reaction as well 
as a local reaction typical of all cases treated with 
radium and the roentgen ray, viz., anorexia, nausea, 
vomiting, and weakness. If the reaction is not too 
severe, the treatment is continued. As a rule, four 
to six blocks are applied at one time, this being 
repeated on consecutive days until all the areas have 
been exposed. If treatment is too severe, however, 
irradiations are omitted a few days until the 
patient’s condition improves. For proper inter- 
pretation of the reaction, the complete radium treat- 
ment must be given and then followed by the roent- 
gen-ray treatment. ApotpH Hartunc, M.D. 
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Pflaumer: 
Chromocystoskopie). 
X, 245. 

The author injects intravenously only o.o1 to 
0.02 c. cm. of indigocarmine in 4 to 5 c. cm. of water. 
The first blue color appears after two and one-half 
to four minutes and the greatest concentration is 
reached after five minutes. A careful cystoscopic 
examination to determine the position of the ureteral 
openings and possible deviations from the normal 
must precede the injections. During the observa- 
tion the beginning of the appearance of the blue 
color, the greatest concentration, the diminution in 
the color, the length of the intervals between the 
spurts of urine, and the extent and force of the 
spurts must be carefully noted with the aid of a 
stop-watch. The examination should be made first 
on the normal kidney and immediately afterward on 
the diseased kidney, because the phenomena follow- 
ing an intravenous injection are crowded together in- 
to a relatively short space of time. A darkened room 
and a cystoscope with a strong light are prime 
requisites for the test, and the findings should be 
controlled by a second observation. Enruicu (Z). 


Eisendrath, D. N.: Calculous Anuria: Report of a 
Case. J. Am. M. Ass., 1922, Ixxix, 2057. 


Accurate Chromocystoscopy ([xakte 
Zischr. f. urol. Chir., 1922, 


Calculous anuria may result from: (1) obstruction 
of both kidneys or ureters by calculi; (2) obstruc- 
tion of one ureter and loss of function in the other 
kidney due to disease, congenital deformity, or 
reflex inhibition of secretion; and (3) obstruction of 
the remaining kidney after nephrectomy. The fol- 
lowing case is of the third type. 

The patient, a woman aged 34 years, had had 
periodical attacks of pain for eight weeks. The 
X-ray showed two small shadows within the right 
kidney shadow, and one in the left. A pyelogram of 
the right side confirmed the diagnosis of stone. The 
urine from the right ureter contained a larger number 
of leucocytes than that from the left, and phenol- 
sulphonephthalein was excreted in greater quantity 
and sooner from the right ureter than from the left. 

The stone in the right pelvis was removed through 
a pyelotomy incision and the second stone, which 
was found in the parenchyma, removed through a 
nephrotomy incision. On the sixth day severe renal 
colic on the left side caused symptoms of shock. 
Roentgenograms were not satisfactory. During 
the following twelve hours 8 oz. of urine were 
voided. The next day a cystoscopic examination 
showed only a few drops in the bladder. The right 
catheter drained 10 c. cm. in three hours. The left 
ureter was completely blocked about midway to 
the pelvis. 

Through an incision in the lumbar portion of the 
left ureter a large impacted calculus was delivered. 
The urine then increased in amount, reached 2,070 
c. cm. on the fourth day. Except for local infection, 
recovery was uneventful. C. D. M.D. 


| 

en 

tic 

he 

it- 

ic- 

ep 

he 

na 

ir- 

on 

er 

k. 

ire 

he 

ilt 

its 

st 

or 

ey 

he 

al 

of 

hs 

n, 

nt 

If 

in 

ts 

h. 

ly 

1e 

0 

or 

y. 

er 

AS 

ic 

le 

re 

e 

or 

le 

S- 

is 

is 

oO 

of 

of 


268 INTERNATIONAL ABSTRACT OF SURGERY 


Walker, J. T.: The Relation of Calcified Abdominal 
Glands to Urinary Surgery. Lancet, 1922, cciii, 
1213. 

During the past few years Walker has examined 
forty-two cases of urinary disease or supposed uri- 
nary disease in which calcification of abdominal 
glands was found. Calcified glands represented the 
final stage of tuberculosis of the mesenteric glands, a 
disease common in children. The literature refers 
almost exclusively to the active stage of the disease 
as it occurs in early life. Next to tuberculosis of 
the bronchial glands, tuberculous infection of the 
mesenteric glands is the most frequent cause of 
disseminated tuberculosis. 

In the majority of the cases studied one or two 
groups of glands were affected. Those most fre- 
quently involved were the group lying in the lower 
part of the abdomen on the right side, but in some 
cases the glands in the upper part of the abdomen 
on the left side showed the condition. 

Reference is made to the anatomy of the ab- 
dominal lymphatics. In 72.5 per cent of the author’s 
cases the glands involved belonged to the ileocolic 
group, and in 23.8 per cent, to the mesenteric group. 
With the exception of three cases, clinical examination 
revealed no focus of tuberculosis elsewhere, a fact 
which suggests that infection of the mesenteric 
glands may be the source of renal infection. The 
chief interest in calcified abdominal glands from the 
standpoint of urology lies in the diagnosis and 
treatment. 

In a number of the forty-two cases other patho- 
logic conditions were present in addition. There 
were seven cases of stone in the kidney or ureter, two 
cases of pyelitis, and three cases of urinary tubercu- 
losis. One woman was pregnant. In twenty-eight 
cases no other disease besides the calcified abdominal 
glands could be detected. In these twenty-eight 
uncomplicated cases the chief symptom was pain; in 
twenty-five the pain was a prominent feature, in 
four a dull ache, in fourteen an abdominal colic, 
and in seven moderately acute. 


The duration of the pain varied from a few minutes 
to several hours. It was sudden in onset and usually 
ceased suddenly. In severity it was comparable to 
renal and biliary colics and much more severe than 
the pain of appendicitis. In distribution it resembled 
moderate renal or ureteral colic in seventeen cases, 
the pain of appendicitis in four, and biliary colic in 
one. In five cases it was not defined, and in one 
there was no pain. Movement had practically no 
effect in initiating or increasing the pain. Vomiting 
did not occur. There was no retraction of the 
testicle and no pain referred to other parts of the 
body. Disturbance of bowel action was rare. Ten- 
derness was present in four cases. As this was within 
the appendix area, it was a confusing sign. The 
author attributes the pain to ureteral spasm caused 
by the drag or pressure of the calcareous mass. 

Blood was present in the urine in six cases in 
which no other abnormal condition than the gland 
calcification could be detected. In one case there 
was severe intermittent hematuria for eight years 
as the only symptom. The details of this case are 
given. Removal of the calcified gland was followed 
by cessation of the bleeding and restoration to 
health. The author’s experience leads him to believe 
that there was some relationship between the calcified 
glands and the hematuria. 

The differential diagnosis between the shadows 
cast by renal and biliary calculus and calcified glands 
is discussed. Pyelography and lateral radiography 
combined with pyelography are the best means of 
differentiating these conditions. 

The calcified glands were removed in eleven of 
the forty-two cases, and in every instance the 
operation relieved the pain. Such surgical treat- 
ment is justified, however, only when the symptoms 
are severe and due directly to the calcified glands. 
A paramedian incision is made to the right or left of 
the umbilicus and care is taken to avoid injury to 
the superior mesenteric artery and its branches and 
the numerous veins adhering to the glands. 

H. A. Fowter, M.D 
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SURGERY OF THE EYE AND EAR 


EYE 


Pascheff, C.: Preliminary Communication on In- 
jury as a Cause of Diabetes Insipidus with 
Bitemporal Hemianopia. Brit. J. Ophth., 1922, 
vi, 549. 

During the World War four cases of wounds in- 
volving the chiasm came under the author’s observa- 
tion. One of these is reported particularly because 
of the development of diabetes. This case was that 
of an officer wounded over the right eyebrow March 
22, 1917, by a bomb explosion and unconscious for 
twenty days following the injury. In the course of a 
month the following symptoms were observed: 
bitemporal hemianopia, diplopia, polydipsia, poly- 
uria (from 4.5 to 9 liters in twenty-four hours), 
loss of hair, loss of sexual desire, anhydrosis, stagger- 
ing gait, marked asthenia, anosmia, deafness of the 
left ear, and loss of sensation with absence of the 
reflex of the right cornea. Vision was 6/24 in the 
right eye and 6/9 in the left. 

The patient remained under observation for three 
years. Treatment by electricity and injections of 
pituitary gland caused improvement in his condition; 
he became stronger and able to walk well but the 
bitemporal hemianopia, labyrinthine deafness, and 
polyuria remained unimproved. The coincidence of 
bitemporal hemianopia and diabetes insipidus as the 
result of injury is explained by the assumption that 
the shock of the injury was conveyed from the right 
eyebrow to the sella turcica and left petrosal bone, 
thus causing a lesion of the chiasm, the hypophysis, 
and the left labyrinth. 

James P. FitzGeratp, M.D. 


Doub, H. P., and Carter, J. M.: An X-Ray Demon- 
stration of the Nasolachrymal Passageways— 
Normal and Obstructed. J. Radiol., 1922, iii, 521. 


In order to determine the operation of choice in 
any given case of obstruction of the nasolachrymal 
passageways, the authors have been using the 
roentgen ray to obtain a picture of the lumen of the 
passageway. 

An attempt is made first to syringe solutions 
through the sac and duct into the nose by way of 
the puncta. This having been done, the passageway 
is injected with Beck’s bismuth-and-oil paste, about 
1 c.cm. being used in cases without obstruction, and 
one-half that amount in those with obstruction. 

The localization of the obstruction with respect 
to the surrounding structures is aided by placing a 
small silver rider over the anterior end of the middle 
turbinate just below its attachment to the lateral 
nasal wall. Another method of considerable value 
consists in outlining the position of the anterior end 
of the middle turbinate with a strip of bismuth paste. 


This is easily accomplished by means of a long 
lachrymal needle. A roentgenogram made in the 
lateral position will then show how much of the 
unobstructed passage lies above or below the root 
of the turbinate and whether the obstruction is in 
front of the turbinate or behind it. 

Following the injection, roentgenograms are made 
of this region from several angles. The positions 
which have been found best are the frontal, true 
lateral, Waters-Waldron, and an oblique modifica- 
tion of the Walters-Waldron. 

During the last twenty months the nasolachrymal 
passages have been studied in about eighty persons, 
including normal persons and those with obstruction. 
In the normal persons a number of variations from 
the generally accepted normal have been found. 
In some of them the passageway was very tortuous 
and showed considerable variation in its lumen. 
Moreover, while usually the sac and duct are joined 
end-to-end, there were several cases in which a side- 
to-side union was found. 

Of the cases with definite obstruction a portion of 
the sac was very much dilated in some, and in others 
the sac was very small because of abscess forma- 
tion followed by scar-tissue contraction. All grades 
between these conditions were seen. In a number of 
cases with symptoms of partial obstruction there 
were areas of constriction which caused obstruction 
only when a considerable quantity of lachrymal 
fluid was secreted. 

The roentgen plate has been of value in several 
postoperative conditions. In cases in which a short- 
circuiting operation into the middle fossa of the nose 
has been performed, the exact size of the opening 
can be noted by this means and a fairly accurate 
prognosis made as to permanent relief of the symp- 
toms. A number of patients subjected to operations 
for the removal of the sac later complain that they 
are able to express pus from the lachrymal fossa. 
The X-ray shows definitely whether the sac has 
been removed in toto or in part, and if the latter is 
the case, how much of the sac remains and its con- 
dition. This information is of great value to the 
surgeon in determining whether enough of the sac is 
left in place to make feasible a short-circuiting 
operation into the nose or whether it would be 
better to remove the remaining portion. 

Hartunec, M.D. 


Woods, A. C., and Knapp, A.: The Diagnostic and 
Therapeutic Use of Uveal Pigment in Injuries 
of the Uveal Tract and Sympathetic Ophthal- 
mia. Bull. Johns Hopkins Hosp., 1922, xxxiii, 419. 


In a previous article by Woods, clinical and 
experimental studies on the immune reactions fol- 
lowing injuries to the uveal tract were presented. 
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These showed that when normal healing took place 
without the occurrence of a sympathetic disturbance 
in the other eye, substances developed in the blood 
serum which gave a positive complement-fixation 
reaction with an antigen made from the pigment of 
the uveal tract. On the other hand, when normal 
healing was delayed and sympathetic disturbance 
occurred in the other eye, this complement-fixation 
reaction to pigment antigen was absent, and in one 
case of sympathetic disturbance there appeared to 
be definite hypersensitiveness to the pigment. 
There was also evidence leading Woods to the con- 
clusion that the occurrence of this complement- 
fixation reaction indicates the development of im- 
munity to the pigment and gives definite protec- 
tion against a sympathetic disturbance in the other 
eye. 

The significance of this phenomenon with regard 
to the prognosis of intra-ocular injury involving the 
uveal tract is at once evident. If the conclusions 
drawn are correct, the development in the blood 
serum of a positive complement-fixation against 
pigment antigen would warrant a favorable prog- 
nosis and allow the surgeon to leave the injured eye 
without fear of a sympathetic disturbance in the 
other eye. On the other hand, failure to develop a 
positive reaction would indicate definitely that 
sympathetic ophthalmia is a complication to be 
feared and that the injured eye should be removed. 

The possibility of using uveal pigment therapeuti- 
cally in a sympathetic ophthalmia is also manifest. 
As soon as hypersensitivity is demonstrable, the 
self-evident course would be to desensitize the 
patient, and then, as a therapeutic measure, proceed 
either to active or passive immunization. 

The immune reaction associated with intra- 
ocular injuries involving the uveal tract of the eye 
was made use of in seventeen cases as a diagnostic 
procedure. In ten cases, in which the complement- 
fixation reaction was positive, there was normal 
healing without any sympathetic disturbance. Of 
three cases in which the reaction was negative, one 
showed clinically a malignant sympathetic ophthal- 
mia, and two showed definite signs of sympathetic 
irritation. In three other cases with negative 
reactions the injured eyes were enucleated as a pre- 
cautionary measure. The reaction was negative 
also in two cases of old sympathetic ophthalmia. 


The one case of malignant sympathetic ophthalmia 
showed a positive skin reaction to the intradermal 
injection of pigment. Uveal pigment was used as a 
therapeutic agent. The patient was first desensitized 
to the pigment and then actively immunized. The 
effect of this treatment was apparently beneficial. 

This case of sympathetic ophthalmia was that of 
a boy aged 8 years. The condition developed after 
an operation for perforated corneal ulcer with 
prolapse of the iris following gonorrhoeal ophthalmia. 
The inflammation was steadily progressive and 
associated with all the symptoms of the severe 
type of sympathetic disease, despite treatment by 
diet, intestinal irrigations, pilocarpine sweats, mer- 
cury inunctions, large doses of sodium salicylate, 
and non-specific protein therapy. Following desen- 
sitization and immunization with uveal pigment, 
the process was arrested, the eye became white and 
free from inflammation, and the tension fell to 
normal. The process continued active for three 
months but has now been stationary for two months. 
Vision is 6/60. The eye shows peripheral retraction 
and flat total adhesion of the iris and capsular 
opacities. The tension still remains normal. 

James P. FitzGeratp, M.D. 


Ratnakar, R. P.: Cataract Extraction with 
Iridotomy. Indian M. Gaz., 1922, lvii, 337. 


To counteract the tendency to prolapse of the iris 
after a simple extraction the following technique is 
suggested: 

After the usual incision in the cornea is made, the 
iris is picked up near the periphery and a radial slit, 
2 to 3 mm. in length, is made in it with straight, 
sharp scissors. The capsule is then cut and the lens 
expressed. The slit in the iris permits the contents 
of the posterior chamber to escape into the wound 
and thus obviates the possibility of prolapse of the 
iris. This slit does not heal, but it is scarcely visible 
and the pupil remains round and central. 

Instead of the combined extraction, a complete 
iridotomy may be performed with extraction. After 
the corneal incision is made the iris is grasped at the 
pupillary margin, pulled out of the wound, and 
incised toward, but not completely to, the periphery. 
This may be done with little or no pain. The vessels 
are not cut across, as in iridectomy, and the resulting 
coloboma is smaller and more regular. 
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SURGERY OF THE NOSE, THROAT, AND MOUTH 


NOSE 


Esser, I. F. S.: Metal Inlays and Cobblers’ Splint 
Dressings (Metalleinlagen und Schusterspanver- 
baende). Muenchen med. Wchnschr., 1922, \xix, 1154. 


In some cases it is necessary to incorporate pieces 
of metal in the flaps used in nasal plastics to obtain 
the support required as cartilage is apt to become 
necrotic when subjected to tension and in some in- 
stances renders the flaps too bulky. The precious 
metals are the most desirable for this purpose as 
they are durable and not affected by the tissues and 
tissue fluids. Gold, with a slight admixture of other 
metals to increase its elasticity and firmness, is used 
most frequently, but bronze aluminum and various 
dental metals, such as the Victoria metal, are appli- 
cable. 

In plastics of the face the parts to be operated on 
must be completely immobilized. This is done best 
and most simply by means of a cobbler’s splint 
stretched in an arch over the wound, pasted to the 
cheek or scalp region with mastisol, and fixed with 
a bandage. The portions of the face which must be 
brought forward are held in the desired position by 
leaving the threads long and suturing them to a 
suitable point on the arch of the cobbler’s splint. 
The cobbler’s splint dressing is cheap and easily ob- 
tained; it does not exert pressure or slip out of place, 
and it permits easy examination of the wound. The 
wound is sprinkled lightly with calomel and treated 
open. When calomel comes in contact with mois- 
ture it gives off corrosive sublimate in a nascent 
state; in dry wounds it does not irritate at all. 

Tromp (Z). 


Waltz, M. B.: Report ofa Case of Bilateral Frontal- 
Sinus Empyema, Subdural and Subperiosteal 
Abscess, with Recovery. Laryngoscope, 1922, 
Xxxii, 966. 

The author reports an interesting case of bilat- 
eral frontal-sinus empyema and subdural and sub- 
periosteal abscess in a male 19 years of age. Head- 
ache and nasal discharge followed an acute cold 
which developed about two weeks prior to the first 
examination. 

With the exception of the examination of the head, 
the general physical examination was negative. 
The spinal fluid was clear but under great pressure. 

There was noticeable swelling of the frontal region 
extending to the hair line above and to the upper 
left eyelid below. On aspiration in the frontal region 
pus was obtained. The nerve head in both eyes was 
swollen about two diopters. 

The plates showed a cloudy condition of all the 
sinuses. A smear of the pus showed staphylococci. 
The white blood count was 14,000. 


A Killian incision was made over the left frontal 
region where a large subperiosteal abscess was 
found. The left frontal sinus was opened and 
drained of pus. Afterthe complete exposure of the left 
frontal sinus, pus was found coming from the right 
side. The incision was then continued and the right 
sinus completely uncovered. A necrotic opening was 
discovered in the left orbital roof. The orbital roofs 
were therefore removed, the ethmoids were opened 
and curetted, and a large opening was made into 
the nose. Pus was then found to be coming from 
an opening near the floor of the sinus on the left 
side near the midline. On removal of the inner 
table a large subdural abscess was discovered. The 
wound was packed with gauze through the nose and 
external opening. 

With the exception of two convulsions on the eighth 
day, which were probably due to pressure from the 
gauze packing, the postoperative course was un- 
eventful. James C. Braswett, M.D. 


Husik, D. N.: Total Blindness of Both Eyes in a 
Boy 7 Years of Age Cured by an Ethmoid 
Operation and Opening of the Sphenoid Sinus. 
Laryngoscope, 1922, xxxii, 874. 

The boy whose case is reported became totally 
blind following a cold in the head with severe 
rhinorrhoea. In spite of negative clinical findings 
in an examination of the nose, the seriousness of the 
condition seemed to indicate the removal of the 
major portion of the middle turbinates and curette- 
ment of both ethmoids and sphenoids. This was 
done, but no evidence of disease was found. The 
tonsils and adenoids were removed at the same time. 
Three days after the operation there was a profuse 
purulent nasal discharge. Convalescence then en- 
sued rapidly. Three months after the operation all 
tests showed normal vision. 

Mavrice H. Corrie, M.D. 


THROAT 


Lipshutz, B.: The Clinical Importance of Ossifica- 
tion of the Stylohyoid Ligament. J. Am. M. 
Ass., 1922, Ixxix, 1982. 

Lipshutz reports a case of unilateral complete 
ossification of the stylohyoid chain which consists of 
three parts: (1) the stylohyoid process, (2) the sty- 
lohyoid ligament, and (3) the lesser cornu of the 
hyoid. In this case, unlike others reported in the 
literature, there was no movement whatever be- 
tween the different segments of the chain. 

The clinical importance of this condition lies 
chiefly in the tonsils, as it may interfere with the 
operation of tonsillectomy or give rise to vague 
symptoms of discomfort in the throat. Because of 
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these possibilities the tonsillar region should be 
palpated before tonsillectomy is attempted. The 
roentgen ray will reveal the presence of variations 
in the stylohyoid chain. 

As long as the process is directed downward and 
parallel with the carotid artery no trouble is apt to 
develop, but if it is directed medially, as the result of 
development or trauma, there may be more or less 
irritation of the pharynx. 

The treatment consists in fracturing the process 
and removing the distal portion with bone forceps or, 
in rare cases, removing the entire process surgically. 

O. M. Rort, M.D. 


Jackson, C.: Notes on Peroral Endoscopy and 
Laryngeal Surgery. Laryngoscope, 1922, xxxii, 868. 
The author discusses: (1) bronchoscopy in asthma 
and asthmatic bronchitis; (2) arachidic bronchitis; 
(3) benign stenosis of the oesophagus; and (4) the 
diagnosis of foreign bodies in the lungs. 

Gottlieb has pointed out that in determining the 
etiology of bronchial asthma the susceptibility of 
the bronchial mucous membrane to reinfection and 
the habits and psychology of the patient must be 
considered. Mental stress must therefore be re- 
lieved and the patient kept from contact with per- 
sons with respiratory infections. The use of vaccines 
and the intrabronchial application of astringents 
such as silver nitrate and tannic acid are also indi- 
cated. Syme reports good results from the re- 
peated use of 10 per cent silver nitrate. 

In cases of aspiration of a peanut kernel which 
were reported by Chamberlin, Murphy, and Lynah, 
the bronchi showed severe inflammation and con- 
tained a thick tenacious mucus. Complete removal 
of the foreign body by bronchoscopy without the 
use of an anesthetic resulted in cure. 

Green reviews the different methods of cesopha- 
geal dilation and reports eight cases treated through 
the cesophagoscope. Mavrice H. Corrie, M.D. 


MOUTH 


Pfahler, G. E., and Widmann, B. P.: A Case of 
Tubercular Gingivitis Treated with Apparent 
Success by Radium. Am. J. Rocntgenol., 1922, n.s. 
ix, 756. 

Although tuberculosis of the oral cavity is com- 
paratively common, a search of the literature failed 
to reveal any cases treated with radium. 

In the case reported by the author the lesions 
first appeared as small punctate areas scattered 
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about the gum margins of the upper and lower 
canines and lateral incisors and the left lower molars 
on both the labial and lingual surfaces. These soon 
blended, forming irregular, serpiginous lines ex- 
tending well down over the surfaces of the gums and 
a large area of the left cheek. The ulceration became 
progressively more definite and invading, but re- 
mained always fairly superficial and showed sharp, 
red, irregular borders within which were interspersed 
soft granulations with pinhead spots of yellow and 
gray and occasionally covered with cloudy films of 
dirty yellowish serum. The condition caused much 
irritation and frequent pain. 

A 10-mgm. plaque of radium covered with 1 mm. 
of rubber was fixed to a wooden tongue depressor 
and held firmly on as many areas as necessary 
to cover all of the lesions. The time of application 
to each area was twenty minutes. Special care was 
taken to guard against a local reaction and de- 
structive effects and to keep at all times within the 
range of a stimulating dose. Seven applications 
were made at intervals of three weeks. The dose 
given was between one-third and one-half of a skin 
erythema dose. 

After each seance the lesions grew paler and the 
pain decreased. Ultimately all ulceration, irritation, 
and pain disappeared. About four months later, when 
this report was written, there was no sign of re- 
currence. Hartune, M.D. 


Aievoli: Tuberculosis of the Salivary Glands (La 
tubercolosi delle ghiandole salivari). Amn. ital. di 
chir., 1922, i, 718. 

Aievoli states that our knowledge of tuberculosis 
of the salivary glands is due to Italian research. In 
1893 De Pavlo of Perugia reported the first case of 
tuberculosis of the parotid gland, and in 185 
Aievoli reported the first case of tuberculosis of the 
submaxillary gland. Since then very few cases of 
salivary gland tuberculosis have appeared in the 
literature. 

As the condition has no special clinical symptoms, 
it has been diagnosed as abscess or a mixed tumor 
of the glands. 

Tuberculosis of the salivary glands in its typical 
form may be classed with tuberculomata. It has a 
tendency to fibrous organization. 

The few cases collected show that the treatment 
should be operative and radical. Apparently the 
granulomata can be removed successfully but in 
none of the cases reported were the end-results 
known. W. A. BRENNAN. 
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M. TrostaANetzki. Wratschebnoje, 


HEAD AND NECK 
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Injuries of the facial portion of the skull. P. ZARENKO. 
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Management;of head injuries with real or potential brain 
damage, with special reference to the value of saturated 
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